Request for an Amendment to a 81915(c) Home

CommunityBased Services Walver

. Request Information

A. Thet aotf SEEEREILEEE requests appmewadlmehor ta |

Medi cai d home-bamssarcvwarnayseirt ya p pa wtvledr iutnyd ea f
Social Security Act.

B. Wa i VTd rt(d pet i) a n| Adult Supports Waiver |
C. CMS Wai ver: N| MA.0828 |
D
E

Amendment Number (Assigned by CMS |:|
Proposed Effective Date:| 01/01/2023 |
Approved Effective Date(CMS Use):| |

lI. Purpose(s) of Amendment

Purpose(s) of the Amendment.Describe the purpose(s) of the amendment:

The purpose of the amendment is to remove Day Habilitation Supplement from the waiver effecti
January 1, 2023The Day Habilitation Supplement service is transitioning to a component of the D
Habilitation (DH) state plan service to provide a more siteged and structured service for memberd
and DH providers.

The Department of Devel opment al Services (0O
Executive Office of Health and Human Services responsible for providing supports to adults with
intellectual disabilities (ID), is the lead agency tasked with thet@tayay operation of this waiver. The
Executive Office of Health and Human Services, the single State Medicaid Agency (MassHealth
oversees the Depart ment ldeslth alsp eperatésithe Medioaid statdpdan
which includes the DH program. The Day Habilitation Supplement service allows individuals with
substantial clinical needs to access and benefit from DH services and participate in the commun
Incorporatingthe Day Habilitation Supplement service into the DH program will streamline the
administration and will make the service available to all eligible MassHewthbersnot only those
enrolled in one of the DDS Adult ID waivers.

MassHealth and DDS are wanmkj collaboratively to transition the Day Habilitation Supplement sery
renamed Individualized Staffing Supports (ISS), from the DDS Adult ID waivers to the state plan.
will streamline and modernize the rate structure of the DH state plan servncutde ISS, effective
October 1, 2022. MassHealth and DDS have worked closely on policies and procedures to ensu
currentrecipients oDay Habilitation Supplementill continue to receive the service in the same
amount andluration through thigansition.




[1l. Nature of the Amendment

A. Component(s) of the Approved Waiver Affected by the Amendment. This amendment
affects the following component(s) of the approved waiver. Revisions to the affected
subsection(s) of these component(s)mi@g submitted concurrent{gheck each that applies):

Componentof the Approved Waiver Subsection(s)
A | Waiver Application
A | Appendix Ai Waiver Administration and Operation
A | Appendix Bi Participant Access and Eligibility
x | Appendix Ci Participant Services C-3
A | Appendix Di Participant Centered Service Planning and Deliv
A | Appendix Ei Participant Direction of Services
A | Appendix Fi Participant Rights
A | Appendix Gi Participant Safeguards
A | Appendix! i FinancialAccountability
x | AppendixJi CostNeutrality Demonstration J1/32

B. Nature of the Amendment. Indicate the nature of the changes to the waiver that are proposed
in the amendmer{theck each that applies):

Modify target group(s)

Modify Medicaid eligibility

Add/delete services

Revise service specifications

Revise providequalifications
Increase/decrease number of participants
Revise cost neutrality demonstration

Add participaridirection of services

Other (specify):

T > X | > > 1< | > >




F.Level (s) offhCarevai ver is requested ibnaserddewaitve
services to individuals who, but for the provisi
of care, the costs of which wo lasdadbe( qnHesamkb uverascend t
applies)

A Hospisealect applicable | evel of care)

A|lHospital as defined in 42 CFR A440. 10

I f applicabl e, sapeciafdydi wh etntae d yt hé mi

the hospital | evel of car e:
, |!npatient psychiatric facility for in
440.160
Nursing(Bactcielcttwpplicable | evel of <cardg
A|lNursing Facility as defined in 42 CFR

I f applicabl e, sapeciafdydi wh etntaeéd yt hé mi
t hneur si nd efveedi loift ycvar e:

JInstitution for Mental Di sease for pe
provided AHh4A214LFR
I ntermedi ate Care Facility for Individd

defined in 42 CFR A440.150)

I f applicable, s apecatidi whenhhelythemits
| CFVfDaci |l ity |l evel of <care:

G. Concurrent OperationThiist hwaltvheerr cPpergataemss .coOnNCuUT T €
(or programs) approved under the following autho
Select one:

|i Not applicable

e Applicabl e

Check the applicable authority or authorities:

A [Services fur npirsohveids iuonndse roft hfel 915 (a) ( 1) (
Appendi x |

A |waiver(s) authorized under A1915(b) of
Specify the A1915(b) waiver program an
been submitted or previously approved:

Specify the A1915(b) author iahesk umaeh
app)ies

A |A1915(b) (1) (mandat|/A |A1915(b) (3)
managed car e) to furnish

(en
addi




A [A1915(b) b2)ok(eacentraA|A1915(b) (4) (sdg
contracting/ | in
providers)

A program operated under A1932(a) of t

Speci fy thed aglaatnurbee mdf itth ea ndst ail daameantdaney

has been pubmi btutetyoamapproved

A program authorized under A1915(i) of
A program authorized under A1915(j) of
A program authorized under A1115 of th
Specify the program:
Dual El igibilitMedficcrarMedi cai d and
Check if applicable:
Thwsi ver provides services for individua

Ii

Medi cai d.




2. BriefWaivemDescription

Brief Waiver Description. In one page or lesdriefly describe the purpose of thaiver, including its goals,
objectives, organizational structure (e.g., the roles of state, local and other entities), and service delivery
methods.

The purpose of the Adult Supports Waiver is to provide commilngised supports to adults with
intelledual disability age 22 and over, who have been determined through an assessment t(
supports to reside successfully in the community. Included in this waiver are individuals who li
family or in their own homes who meet the level of care fofGFID but who have a strong natural
informal support system. Some participants may live in a home they manage and some may
family and have significant behavioral, medical and/or physical supports. Through the coording
natural suppog; Medicaid services, generic community resources and the services available
Waiver, waiver participants are able to live successfully in the community. Without the waiver s
individuals would be at risk for more intensive supports or irgiital care at an Intermediate Ca
Facility for the Intellectually Disabled. For participants who live outside of the family home, these s
are necessary due to a lack of adequate natural supports or a sufficient array of community se
suppat their health and welfare in the community. For participants who reside with their famili
waiver will provide for a level of support to assist the individual to develop and acquire work skill
provide assistance to the family/caregiver tordotate natural supports, Medicaid services, ger
community resources and the services available in this Waiver so that individuals are able
successfully in the community. The Waiver has a prospective budget limit of $40,000.

Goal:
The goal ofthis Waiver is to provide support to participants in their communities to obviate the n¢g
restrictive institutional care.

Organizational Structure:

The Department of Devel opment al Services (

Execuive Office of Health and Human Services responsible for providing supports to adult
intellectual disabilities, is the lead agency tasked with thetalahy operation of this waiver. Th
Executive Office of Health and Human Services, the single $atlicaid Agency, through MassHeal
oversees the Departmentds operation of the

Regional Offices with 23 Area Offices assigned to the regions. Intake and Eligibility into the systen
at theregional level through a dedicated group of Waiver Eligibility Teams. These teams

information and conduct assessments to determine if the individual meets DDS eligibility crit
determined eligible, individuals are assigned to the Area ©ffaarest the city or town where they li
The Area Office builds on the information and assessments collected during the eligibility proj
determine prioritization for services, service needs and funding level.

Service Delivery:

DDS operates as an Organized Health Care Delivery System, directly providing some of the
available through this waiver and contracting with other qualified providers for the provision of
services. Services may be participant directed, or pugdithsough either a Fiscal Employer Agent/Fig
Management Service or through an Agency with Choice Model.

Services may also be delivered through the traditional provider based system. Participants ma|
both the model of service delivery and thevider. The Department of Developmental Services m;
payments to providers through the Meditech claims processing system. DDS's payments are
through the state's approved MMIS system through which units of service, approved rates and
eligibility are processed and verified.




3. Components of the Waiver Request

The waiver applicat i ocno ncpoonnssiostieats.8-fmu hte el d omp Ingt e

A. Waiver AdministratApme mdsigxe@ érasi ame administra
structure of this waiver.

B. Participant Accd&ppeandsidpxeecBifgiebsi Itihtey dti avri gdeutal gsr omhpo(
served in this waiver, dRheenempectoef tparstirwviep amt
waiver is in effect, appticgbbel Medi ¢af dappl gt h!
procedurebsuadabronhandvaeeval uation of | evel of c:

C.ParticipanitppSerdsipxeelsf i es t he Heame damwhi vemmwsreirtvy
furnished through the waiver, including applical

D. Parti€iemamrtr edPISaemwiitg anAlp pbeenldsyerch .fi es the pr oc
met hodsstalt &t utslkees t o develop, i mpkeementedaser mogei
care) .

E. PartidOipaecti on WNMheBettahteeeprovi des for particip:
Appenddxecd fies the participant direction oppor
supports that are available(Bel pattonepants who
Blvyes. whliiver provides particifdhmmandiix eEti

! INo. Thi s wai ver does not provide
Appendi x e uiig erdo t

F. ParticipahApp&n dgipesh fi essatheo wipafthei ms$ pants of thei
Hearing rights and other procedures to address |

G. ParticipantApmdredliexa c@ s bes t he dsatfe ghuaasr dess ttahbalti st
the healthwandewelpfaaté cofpants in specified area

H. Quallimpr ov &me mttAepgpye ndd xntHaiQual i heg | mpr ofvemenhi St
wai ver.

Il . Financial Accountdebsiclriitbye.s tApep emsedaibxe dismak g s wh g me
wai vercesrvensures the integrity of these payr
requirements concerning payments and federal fi

J.CoNteutrality DAmpeRBSstcioanttibognat eebhse demonstration t

Cc 8-h

eutr al



4. Waiver(s) Requested

A. Compar abbhgiattye. requests a waiver of the requiren

Act in order to pr oVAippe ntdliteca tCearve crect s@tette f wiede |
approvedsMedi cpaliadh to i ndividualfscahe: H(dayr Ffeqgdi
and (b) meet the tarfgppegdoxpBcriteria specifie
B.lncome andf&esobeceedilmnalilcyat deavhye eherqulkest s a
A1902(a) (10) (C)y (i) (rt1u1) ofl tihrec cAAmma a md orredseau rtccee
medi cal({yeheetdyone)
C Not Appli
! INo
W[ Yes
C.Statewi dtedésate wmettherequersts a warieegui rod metnhtes
A1902(a) (X)sedfecthenkgt
BN
1 | Yes

I f yes, specify the waivechetkseatbwidaneappt hat

A [Geographic. LiMmiwaitvem iosf rsetgaueeswi edde niers s
under this waiver only to individuals
subdivisst@an®.of the

Specify the areas tandhiah ,bhfpd bp wadbeddful
wai ver by geographic area

>

Limited Implementation of Participant -Direction. A waiver of statewideness is reques
in order to makearticipant direction of servicess specified ilAppendix E available only
to individuals who reside in the following geographic areas or political subdivisions
dtate. Participants who reside in these areas may elect to direct their services as pro
thestate or receiveomparableervices through the service delivery methods that are in ¢
elsewhere in thaate.

Specify the areas of tisate affected by thiswaivarn d, as appl-i nabt
of the waiver :by geographic area




5. Assurances

accordance with a42 Q@FR VA4d4els. 3the, ftohd owi ng assur

. Health & TWedl dtae caserecrasarlyatsafheguards have been
and wel fare of persons r e ceesievisnagf esgeuravridcse si nucnl duedre

.As spediphpiemdli i alm€quate standards for all types

this waiver;

.Assurance that tshat stbhndandsr eforangertificati

Appendairxe Gnet for services or for individuals
wai versd.at eThaessures that these requirements are
and,

.Assurance that all faeiAd¢t iwlersea bl eimasawd A @@

D T

8}

services are provideds toenpstyamwdarmhdd hfeoraplpd arca
speci Appdndinhx C

nanci al Acc dfuanetea baislsiutryes f i nanci aledadoau rmtoarei le
mmuibasgd services and maintains and makes avai
rvices (including the Office of the I nspector
propriate f i nangcitale rceocsotr dosf dsoecruvimiecnetsi npr ovi ded
nanci al accounfAppbehdiyxy &re specified in
aluationThdé atlesedr esprtolvatdest for an initial e
eval uations, anteeldeafsotr aan nlueavielly o fo fc atrhee speci fi
asonable indication that an individual mi ght |
t for the receipthastdhemevianeds comdherndthés fa
aluation arfd | reeealradodsapeiapipfeinad xi B

oi AAd tefr nBh® aee asshwemesant iantdiwi dual i s deter mi
e |l evel of <care spatcdrfgestd droad pphs psg ionkahi B/eeid n daimvdi
r, | egal representative, i f applicable) i s:
nformed of any feashéelwaavVéeerrnanhdyes unde
iven the choice of eitherbassdi watvemasenvi d®

— oo <cwowm<
0]

enBkipxe ci fi es t he spatoec eadmprlecsy st htad d@rhseur e t hat
sible alternativesnunkherchdhoiecevaofvernanidt wti o
ed waiver services.

p
a
S
erage Per CapilTh® aEepasdiutr eses hat, for any yea
erage per capita expendituresennhdef the wakeva
penditures that would hsaatebpkeanmhde tUhdeleval
r this waiver had t heeuwtai aleirt y oit/Apbxemmbingxs @aJn & te @

tual Tot dlurTé&stpeetnad assures that the actual t o
mmubasgd waiver and ot her Medi cai d services a
rvices provided to individuals umdareirod . ,h eexwad e/d
rcent of the amount t hat woul d be atetsr Medi i
ogram for these individuals in the instituti ol
stitutionalizaThsat Ab s e sbusrediati vidlheet ,waa ver, i ndi

e waiver would receivef urmded pipmrotpirti lattieon alp ec arf
ecified for this waiver.

porTha#agte assures thatM&nwiutah liynfidar watilomprowna
the waiver on the type, amount a&anad ec opslta no fa n
e health and welfare of waiver participants.
aensidgned by CMS.
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abilitationdgd&aerev iacseyserveosc att h atnap , educational,

ervices, or a combpnavasedabi tihteastei crervérmceis¢ces
1) not otherwibpdavadtuabl ehtough a | ocal educa
i th Disabillimpireosf@mmndctd®EA) or the Rehabilitat
2) furnished as part of expanded habilitation
ervices forth n@Ghwomiual MeTmtstad tset Ud e s $ hat feder
articipatriabte CFRPMewi iin expenditures for waive|
ay treatment or partial hospi taanldi zcatiinoinc, spesrydc hca
as home andhasemmsertwvyces to individuals with chr
in the absence of a waiver, would be placed in

and stahtee has|l mdéeéd the optional Medi caid benefit
and und etr h estaantde has not included t he opti o

in 42 CFR A440.160.



6. Additional Requirements

Note: Item 61 must be completed.
A.Service Plnanaccordance with 42 CERtAdAéd. 3@t¢bYxe

Q

re) is developed
rvices are furni

are furnished
service and (

for each par Aippieman X Arhp Iway iv|
shefthpussesuaintet pl amedsecwvi ces:
to the aplhei typanthfatpmeehepr
[ b) the other s#&ravtiec ®d ahr esgarnvd
rmal supports that compl ement waiver servi ce
i s subjecthde oMa diec amipdbrayean c y.f Feder al fin
med for waiver services furnished prior to

not included in the service plan.

atilemtasccordance WOt b%e1)CFiR )A44vtai ver servi
ividualpatwlreantar efim hospi (.8l , nursing facil:@
m and Bdardccordance with 42 CFR A441.310(a)
board eyceoept dellems payt of respitskaservhaes
a private residence or (b) claimed as a port
an unrelated caregi ver wphar triecii meaerstAipmpaetnigeEr xs\air
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ess t ol h%eadvaecsesn.ot | i mi t aocrc ersess ttroi cwa ipvaerrt iscerp
vi Appgemnadi x C

e Choicelaf aPcoviddace Wit ha4paCERcApaDLt may
gualified provider to furnish wsatverhasrwece
roval to dofbhmovi ddes numder tbhye oprr pavnbostbhbenre h e f |

OT S = T 0O
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FP Limitaltnoamaccordance with 42 CFR A433 Subpar
not heprartthyi r(de. g. , another third party health ir
iablepandi bkee for the pr ovi EFPalso maymot bepciaimeaddont o f
services that are available without chargeasiree care to the community. Services will not be
considered to be without charge, or free care, when (1) the pragtiniishes a fee schedule for each

service available and (2) collects insurance information from all those served (Medicaid, and non
Medicaid), and bills other legally liable third party insurers. Alternatively, if a provider certifies that a
particularlegally liable third party insurer does not pay for the service(s), the provider may not generate
further bills for that insurer for that annual period.

G. Fair HebBha mage provides the opportunity to requ
SubtpakE to individual s: (a) who are-basedgwaiene,]

m
— O M I>PYOOTT > ——S59 T

services as an alternative to institutional |l ev
service(s) afpetdwisderohaeciebeioor ¢ltgi whose services
reduced or Appemidapecidistas edbdheprocedures to pro
opportunity to requiersal vai @i pPr Heiadiimg noti ce
42 CFR21A®.31

H. Quallimpyr oveTneshat e operates a formal, comprehensi

meets the assurances and other requirements cont
of discovery, remedissada®nuraengd tihmprloeeimemtand hwel

monitoring: (a) | evel of care determinations; (
gualif;{ldatpansici pant health and welfaresi@é&)}x fi
of the wshawverfulThber assures that al/l probl ems

addressed in an appropriate and timely manner,



During the peri ed ftelcaa t & theei whi vapll nepreavietnrdadgte@uwa |
speci hi @edghout t hieApappepndicxatH on and

Publ i cDlespui bet ddcene ptrubed i ¢ i nput into the devel op

Massachusetts outreached broadlthepublic and to interested stakeholders to solici
input on the Community Living, Adult Supports and Intensive Supports waiver
amendments.

The draft waiver amendment applications and information on how to request a hard
of the amendment applicatiocs wer e posted to MassHea
(https://www.mass.gov/infaetails/homeandcommunitybasedserviceswaiver
renewalandamendmengapplicationspublic). Public notices were issued in multiple
newspapers, including: the Boston Globe, Worcester Tetegral Gazette, and the
Springfield Republican. In addition, emails were sent on January 14, 2021 to key
advocacy organizations as well as the Native American tribal contacts. The newsp4
notices and emails provided the link to the MassHealth webs#telates of the public
comment period (January 14, 202FEebruary 12, 2021), and both email and mailing
addresses for the submission of written comments. The state also held a public list
session on January 25, 2021 at which oral comments were ceamticipants were
able to join the listening session on Webex or by phone. The state received oral an
written comments from a total of 8 individuals and organizations. Commenters inclu
advocates, providers and family members of waiver participants.

MassHealth outreached to and communicated with the Tribal governments about th
Community Living, Adult Supports and Intensive Supports waiver amendments at t
regularly scheduled tribal consultation quarterly meeting on November 18, 2020. T}
meetingafforded MassHealth the opportunity for direct discussion with Tribal
government contacts about the waiver amendments. The Tribal governments did n
any comments or advice on the waiver amendments.

Based on the public comments received, the si@tanodified the name of the new
Remote Supports service to be Remote Supports and Monitoring in an effort to clar
purpose of the service. The state reviewed all comments received and determined
other changes to the waiver applications werpiired.

. Notice to Trilbald #mes earsnsmerngss t hat it hraesc ongontiizfeide

Tri bal Gavhearan mampsni mary office and/ or majority
Stateds intent to submit a Medicaid waiver reque
anticipated assu bpmiosiricosnd ddeayttei a | Execuember O6deR 0
Evidence of the applicable notice is availabl e 1

mited EngtRerhsoPrsibhieei essures that it p
vices by Limitpbeds&mgl i shacofdanea wi :
66 of August 11, 2000 (65 FR 50121) and (
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crimination Affecting Limited -Rmnugluissh 8Rr o
endliexscBi bessahewas teres meaningf ul access t
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7. Contact Person(s)

A. TheMedicaidagency representative with whom CMS should communicate regarding the waiver is:

Last Name: Bernstein

First Name Amy

Title: Director of HCBS Waiver Administration
Agency: MassHealth

Address: One Ashburton Place

Address 2: 5" Floor

City: Boston

State Massachusetts

Zip: 02108

Phone: 6175731751 Ext: A TTY
Fax: 6175731894

E-mail: Amy.Bernstein@mass.gov

B. If applicable, thestateoperatingagency representative with who@MS should communicate regarding

the waiver is:
Last Name: Pavlova
First Name Rumiana
Title: Director of Medicaid Waivers
Agency: Department of Developmental Services
Address: 1000 Washington Street
Address 2
City: Boston
State Massachusetts
Zip : 02118
Phone 617-312-7917 Ext: A |TTY
Fax:
E-mail: Rumiana.R.Pavlova@mass.gov



mailto:Amy.Bernstein@mass.gov
mailto:Rumiana.R.Pavlova@mass.gov

8. Authorizing Signature

This document, together with Appendices A through J, constitutestateds requestor a waiver under
81915(c) of the Social Security Act. Thate assures that all materials referenced in this waiver application
(including standards, licensure and dtion requirements) aneadily available in print or electronic form
uponrequesto CMS through the Medicaidgency or, if applicable, from the operating agency specified in
Appendix A. Any proposed changes to the waiver will be submitted by thicM@dgency to CMS in the
form of waiver amendments.

Upon approval by CMS, the waiver application serves astdite's authority to provide home and community
based waiver services to the specified target groupsst@itesattests that it will abide byl arovisions of the
approvedwaiver and will continuously operate the waiver in accordance with the assurances specified in
Section5 and the additional requirements specified in Sediohthe request.

Signature: Submission
Date:

State Medicaid Director or Designee

Note: The Signature and Submission Date fields will be automatically completed when the State
Medicaid Director submits the application.

Last Name: CasseKraft

First Name Amanda

Title: Assistant Secretary and Director of MassHealth
Agency: Executive Office of Health and Human Services
Address: One Ashburton Place

Address 2: 11" Floor

City: Boston

State Massachusetts

Zip: 02108

Phone 617-573-1600 Ext: A |TTY
Fax: 617-573-1894

E-mail: Amanda.Casselkraft@mass.gov
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Attachment #1: Transition Plan

Check the box next to any of the following changes from the current approved waiver. Check all
boxes that apply.

Replacing an approved waiver with this waiver.

Combining waivers.

Splitting one waiver into two waivers.

Eliminating a service.

Adding or decreasing an individual cost limit pertaining to eligibility.

Adding or decreasing limits to a service or a saif services, as specified in Appendix C.

Reducing the unduplicated count of participants (Factor C).

Adding new, or decreasing, a limitation on the number of participants served at any point in time.

Making any changes that could result in some partipants losing eligibility or being transferred to
another waiver under 1915(c) or another Medicaid authority.

Making any changes that could result in reduced services to participants.

Specify the transition plafor the waiver

MassHealth and DDS have worked closely on policies and procedures to enscwer &t
recipients oDay Habilitation Supplementill continue to receive the service in the same
amount andluration through this transitioMassHealth and DDS have reviedwvatilization
data to identify all participants currently using the Day Habilitation Supplement waiver se
This data review will be conducted several more times prior to OctoBéP 210 identify
individuals who have newly accessed the service Hiftemitial data pull. MassHealth is
establishing an administrative Prior Authorization to engaiethose individuals who current
receive Day Habilitation Supplement will continue to receive the same level of service th
this transition of the seice to ISSProviders and recipients do not need to take action to
initiate this processrhese administrative Prior Authorizations will be put in place
automatically for these individuals and will stay in effect until such time as MassHealth h
fully expended funding made available by the American Rescue Plan (ARP) to enhance,
expand, and strengthen hona&d communitybased services (HCBS) for MassHealth mem
who need longerm services and supporB3DS Service Coordinators will work with waiver
paticipants and their families to reassess needs and access ISS through the MassHealt
plan once the Administrative Prior Authorization ends.

MassHealth and DDS will notify current recipients of Day Habilitation Supplement of this
change in a direghailing that will explain the change and provide reassurance that the cu
level of service will be uninterrupted. Members and their families will be instructed to talk
their Day Habilitation providers or DDS Service Coordinators if they havdigons®or

concerns. MassHealth and DDS are educating Day Habilitation providers and DDS Serv
Coordinators about this change and have produced a Factsheet and FAQ to equip staff {
respond to questions. MassHealth and DDS are also asking Day Habifiatiders and DD
Service Coordinators to proactively communicate with affected members and families to

State: Attachments to Applicatiortt
Effective Date




up on this mailing and provide reassurance that service level will not be impacted by this}
transition.

Through the persepentered planningrocess, DDS Service Coordinators will support

participants to access ISS through $stadeplan, and to make other necessary changes to th
Pl an of Care to ensure parti c ialpwaiwvetparticipamts
will continue b have access to the Day Habilitation Supplement service, as they will havd
access to ISS through the state plan.

The state is putting processes in place to prevent any possibility of billing for ISS and D4
Habilitation Supplement on the same date of service for the period between October 1, 4
when ISS will be in the state plan, almhuaryl, 208, when Day Habitation Supplement will
be removed from the DD&dult ID waivers. This thregnonth transition period is intended af
safety net, to ensure that no participant is left without the needed supports inadvertently.
programming its billing system to gt any claims submitted inappropriately by providers.
providers will be redirected to submit claims through MMIS. MassHealth will develop and
implement an audit process as an additional safeguard against duplicative billing during
threemonth perod. Payment for any duplicative claims will be recouped by the state.

In parallel to this waiver amendment, MassHealth has developed a state plan amendmel
ISS to the State Plan as part of DH.

State: Attachments to Applicatior2

Effective Date




Attachment #2: Home andCommunity-Based Settings Waiver Transition Plan

Specify the state's process to bring this waiver into compliance with federal home and community
based (HCB) settings requirements at 42 CFR 441.301{&)4and associated CMS guidance.

Consult with CMSor instructions before completing this item. This field describes the status of a
transition process at the point in time of submission. Relevant information in the planning phase
will differ from information required to describe attainment of milestones

To the extent that the state has submitted a statewide HCB settings transition plan to CMS, the
description in this field may reference that statewide plan. The narrative in this field must include
enough information to demonstrate that this waiver @aes with federal HCB settings

requirements, including the compliance and transition requirements at 42 CFR 441.301(c)(6), and
that this submission is consistent with the portions of the statewide HCB settings transition plan that
are germane to this wagv. Quote or summarize germane portions of the statewide HCB settings
transition plan as required.

Note that Appendix-G HCB Settingslescribes settings that do not require transition; the settings
listed there meet federal HCB setting requirementd élseodate of submission. Do not duplicate
that information here.

Update this field and Appendix®&when submitting a renewal or amendment to this waiver for
other purposes. It is not necessary for the state to amend the waiver solely for the purpose of
updating this field and Appendix® At the end of the state's HGBLttings transition process for

this waiver, when all waiver settings meet federal HCB setting requirements, enter "Completed" in
this field, and include in Section®the information on all HCB settings in the waiver.

Massachusetts Executive Officetdéalth and Human Services (EOHHS), the single State
Medicaid Agency (MassHealth), convened an interagency workgroup to address how be
comply with the requirements of the federal Home and Community Based settings at 42
441.301 (c )(4)5). The Deprtment of Developmental Services (DDS), an agency within
EOHHS that has primary responsibility for dimyday operation of the Intensive Supports,
Adult Supports, and the Community Living waivers, participated in the workgroup. All
regulations, policiesstandards, certifications and procedures have been reviewed against
Community Rule HCBS Regulations and necessary changes identified.

Participants in the Adult Supports and Community Living waivers live either in their own
home or their familjhome. Homes or apartments owned or rented by waiver participants
considered to fully comply with the HCBS Regulations.

Concurrent with the systemic review of regulations, policies and procedures and provide
gualification processes, DDS developed bumtary survey that was distributed to
CommunityBased Day Support (CBDS) providers. The tool was instrumental in
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evaluating the current state of CBDS settings statewide with respect to the Community
Rule requirements by asking providers about their pesgre Community Rule

compl i ance. I't provided valuable i nform
CBDS services through capacity building, technical assistance, training and fiscal suppo

Survey data indicates that a wide variety of activitieo#fiered by most CBDS settings;

that activities are offered both onsite andsifé; that many activities are most commonly

offered in a group; and that offered activities may be disatspgcific as well as involve

meaningful engagement with nalsabkd people in the broader community. Based upon

the review and assessment, the-nesidential settings mentioned above fall into the

following designations

AThe nonresidential setting complies96508 (these represertoup-and-individua

iggrivate and state operated CBDS and supported employment getting

AThe nonresidential setting, with minor or more substantive changes, will compi20
(these represemtivate CBDS and supported employmesettings)

AThe nonresidential setting camh meet the requirements: none

A DDS/provider workgroup meets regularly to address systemic changes that are neede
order to bring all CBDS services into compliance with federal rules in a timely manner. S
changes, given the survey data, nrafude, without limitation, reforms in provider
certification requirements and/or processes, enhanced training and staff development
activities, standards for meaningful engagement of participants with people and activities
their communities in the coext of CBDS programs, provider technical assistance to enhai
program design and operation, and other mechanisms related to outcome goals in the F
Rule. Findings will be validated through ongoing Licensure and Certification processes. 1
waiver provders will be subject to ongoing review on the schedule outlined in Appendix C
the waiver application.

The stateleveloped updateshticipates-development-of-claguidelines and standards

that define day services, including what constitutes meaningful day activities, and how
services and supports can be incorporated into the community more fully. Technical
assistance, training and staff developmeri been anwill continue tcbe provided to
assist providers in complying with the HCBS Regulations.

Individuals receiving services in settings that cannot meet requirements will be notified
by the state agency providing case management. The case manager will revithe with
participant the services available and the list of qualified and fully compliant providers,
and will assist the participant in choosing the services and providers, from such list, that
best meet the participantdés needs and g
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For all settings iwhich changes are required, DDS instituted aigoimg compliance review
process to assure that the changes are monitored and occur timely and appropriately. T}
process will include consultation and support to providers to enable them to successfully
transition, quarterly reporting by providers to update DDS on progress towards complian
and reviews by designated Area, Regional and Central Office DDS staff to assure adher
to transition plans and processes.

Massachusetts outreached to the publsol@it input on the Adult Supports and
Community Living waiver amendments through multiple formats, as described in the
Public Input section of this waiver application.

All settings in which waiver services are delivered will be fully compliant with the HCBS
Regulations no later than Margh222023

The State is committed to transparency during the waiver renewal process as well as in
activities related to Commity Rule compliance planning and implementation in order to
fully comply with the HCBS settings requirements by or before Magh2023 If, in the
course of ongoing monitoring process, DDS along with MassHealth determines that
additional substantive chgas are necessary for certain providers or settings, MassHealth
DDS will engage in activities to ensure full compliance by the required dates, and in
conformance with CMS requirements for public input.

[The state assures that the settings transiti@n ipicluded with this waiver amendment or
'enewal will be subject to any provisions or requirements included in the State's approved
Statewide Transition Plan. The State will implement any reqeinadges upon approval of
'he Statewide Transition Plan awdl make conforming changes to its waiver when it
submits the next amendment or renewal.
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Additional Needed Information (Optional)

Provide additional needed information for the waiver (optional):

Below is the stateds response to the 1In
received on 1/14/22:

1.In this section of the waiver, please list all waiver services that may be provided via
telehealth.

AFamily Training
APeer Support
Al ndbal 8upported Employment

Language has been added to each of the service definitions of the 3 services above: Thi|
service may be provided remotely via te
preferences, and goals as determined during the peestered planning process and
reviewed by the Service Coordinator during each scheduled reassessment as outlined ir]
Appendix D2-a. This service may be delivered remotely via telehealth 100% of the time.
The methods and minimum frequency with which participavill receive facdo-face

contact to ensure health and welfare are described in Appergia.D

Alndividualized Day Supports
Alndividualized Home Supports

AGroup Supported Empl oyment
ABehavioral Supports and Consultation

Language has been added to each of the service definitions of the 4 services above: Thi|
service is primarily delivered in person; telehealth may be used to supplement the sched
in-person service based onthe pacti pant 6s needs, preferen
during the persogentered planning process and reviewed by the Service Coordinator duf
each scheduled reassessment as outlined in Apperzha.D

AAssistive Technology

Language has been addedtte service definition of the service above: The evaluation and
training component of this service may be provided remotely via telehealth based on the
professional judgement of the evaluator and the needs, preferences, and goals of the
participant as detenined during the persecentered planning process and reviewed by the
Service Coordinator during each scheduled reassessment as outlined in App2radix D
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AHome Modi fications and Adaptations

Language has been added to the service definition of theesabove: The assessment and
evaluation component of the home and adaptations service may be provided remotely vi
telehealth based on the professional judgement of the evaluator and the needs, preferen
and goals of the participant as determinedrduthe persotentered planning process and
reviewed by the Service Coordinator during each scheduled reassessment as outlined ir]
Appendix D2-a.

2.In this section of the waiver, please provide answers to the following questions regardi
the waiver serges that may be provided via telehealth/remotely. If the responses to thesg
guestions are the same for all services delivered via telehealth/remotely, the state may
provide a combined response to cover them all. If there are different answers for specifig
services, these differences should be specifically noted. Alternatively, the state may choq
to answer these questions within the service definitions for each service that it will allow
be delivered via telehealth/remotely.

a.What is the role of th8MA in ensuring the health and safety of waiver participants in
instances when their services are delivered via telehealth/remotely?

DDS and MassHealth have well established processes to ensure the health and safety o
waiver participants. The assessmant persoftentered planning processes continue to be
the mechanisms by which the health and safety of waiver participants are reviewed. This
review will ensure that appropriate con
were part of the psoncentered planning process and confirm whether the telehealth
delivery of service model can meet their needs and ensure health and safety. The review
al so ensure that waiver participantso s
and duration that was identified in the Individual Support Plan (ISP), regardless of the
method of service delivery. Appendix D and Appendix G describe the safeguards that thg¢
state has established to assure the health and welfare of waiver participantsss gdrithe
service delivery method.

b. What is the percentage of time telehealth/remote will be the delivery method for the
service? Will any irperson visits be required?

The participantdos | SP will outl i nkke whic
provided via telehealth, depending on the service and the needs and preferences of the
waiver participant to support inclusion, community integration, and independence. If the
participant chooses telehealth service delivery for some combination afeseriegperson
centered planning team will ensure that the services are appropr@at®umt, frequency,

and duration as identified intlpea r t i ci p a nt 0 serviceS &leqaatelty meehtlaet
par ti ci pandgbais$orimdependlence and coommty integration. Certain services
may be provided in a remote capacity for certain participants whereas other services ma
delivered either as a hybrid approach of some remote and sgmaesion, or fully iRperson.
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Frequency of facéo-facecontacvi t h t he participant i s b4
needs and preferences. While this service may be provided via telehealth, it is within the
context of regular contact with the Service Coordinator including at least an annual in
person visit. 8rvice Coordinators review progress notes from providers and maintain
regular contact with providers of waiver services, which also serve to inform the frequeng
of direct inperson contact.

c. How does the telehealth/remote service help the individdallointegrate in the
community and participate in community activities?

The persorcentered planning process helps participants fully integrate in the community
and identifies which components of integrated services can best be enhanced through th
telehealth means of support, as well as those to be provided in person. Inperson commu
activities will continue to be a priority for the participant based on the peesaered
planning process. A telehealth service will complement and promote comnmiegyation.
The ISP team members will identify safeguards that are in place to ensure telehealth
modalities do not isolate participants from the community, as well as how team memberg
will ensure community integration. This will also be monitored thragggiwice coordination
contacts/visits. The participant may also have opportunities for integration in the commuf
via other services which the participant receives which are provided in the community.

Frequency of fac¢o-face contact with the participgn i s based on t he
needs and preferences. While this service may be provided via telehealth, it is within the
context of regular contact with the Service Coordinator including at least an annual in
person visit. Service Coordinataeview progress notes from providers and maintain
regular contact with providers of waiver services, which also serve to inform the frequeng
of direct inperson contact.

d. How will the telehealth/remote service be delivered in a way that respects privacy of th
individual especially in instances of toileting, dressing, etc. Are video cameras/monitors
permitted in bedrooms and bathrooms? If the state will permit these tadeel jin

bedrooms and bathrooms, how will the state ensure that this is determined to be necess
on an individual basis and justified in the persemtered service plan?

The video cameras used for telehealth services would not be installed in bednabms
bathrooms. Provider will not install any video cameras for the provision of any telehealth
service. Participants are in control of their own devices and may choose to use that devig
from any place in their home. They are in control of starting anpstg the video feed on
their devices. Telehealth delivery is not utilized for ADL supports. The telehealth support
ensure the participant's rights of privacy, dignity, and respect. The provider must develoq
maintain, and enforce written policies, whatidress how the provider will ensure the
participantdés rights of privacy, dignit
telehealth supports used meet applicable information security standards; and how the
provider will ensure its provision of tdlealth complies with applicable laws governing
individual sé right to privacy. Educatio
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need for such training is identified by the persemtered planning team. Participation in
such training is not andatory for participants, but based on assessed need.

e.Does the telehealth/remote service meet HIPAA requirements and is the methodology
accepted by the statebdbs HIPAA complianc

Telehealth providers must comply with the requirements of ttatiersurance Portability
and Accountability Act of 1996 (HIPAA), as amended by the Health Information
Technology for Economic and Clinical Health (HITECH) Act, and their applicable
regulations, as well applicable state law, M.G.L. Ch. 66A and M.G.L1Z3B, Section 17,
to protect the privacy and security of
DDS/ EOHHS relies on the providersoéd inde
contractual obligations to comply with these requirements.€eTisanot a single state HIPAA
compliance officer. This methodology is accepted by DDS and EOHHS officials.

Bel ow is the st at e 6<aquesiopsdronstee InfoomaltRAle Ap
Follow-up received on 6/5/18:

CMS Response: Per the waiver apation, the State reports that the cost adjustment factor
is used to ensure continued compliance with statutory rate adequacy requirements. How
the State determine the amount of the cost adjustment factor? How frequently are these
adjustment applied?

State Response: In accordance with Massachusetts General Laws (MGL) Chapter 118E
Section 13D Duties of ratemaking authority; criteria for establishing rates, the rates are
reviewed every two years. The cost adjustment factor used is from the Massachusetts
Consumer Price Index optimistic forecast provided by Global Insight, based on an avera
for the prospective twgear period during which the rate will apply.

Bel ow i s the stateds 5 /[22a4uedstiés from theloformsaeRAL
recived on 5/3/18. Informal RAI

Waiver #: MA.0828.R02.00

Waiver Name: Adult Supports 05/03/18
Appendix |

Appendix F2-a: Rate Determination Methods

11. The State failed to document or insufficiently documented the rate setting method|
for each waiver servic& he State references multiple State regulations in this Appendix
the basis for a service rate. For each referenced code, the State must provide a summj{
what that code entails with regards to rate setting methodology. For instance, the State
101 CMR
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414.00 as the basis for the "Behavioral Supports and Consultation, Family Training, P¢
Support, and Respite Services. The State should provide a brief summary of the rate s
methodology outlined in that State regulation, and each servigkith it applies. The

State should then do the same for the other 101 CMR references on p&@8197
(including the seHdirected services).

a. Provide the rate model for each service paid using-fofegervice methodology.

All waiver services in this weer, including those that reference rates established by stat
regulation, are paid using a fém&r- service methodology. See descriptions below for
additional information.

b. For each service using a rate methodology established by State regulation (101
CMR), the State should provide a brief summary of the rate methodology outlined in thg¢
regulation along with the associated services.

For waiver services for which there is a comparable EOHHS Purchase of Service (POS
rate, the waiver service rate was bfithed in POS regulation after public hearing
pursuant to state statutory requirements for the development and promulgation of healt
care services rate regulations that apply to rates for health care services paid for by st3
agencies. See Massachus@&&neral Laws (MGL) Chapter 118E, Sections 13C
Establishment of rates of payment for health care services and 13D Duties of ratemaki
authority; criteria for establishing rates.

-The POS rate used for Behavioral Supports and Consultation (see 101 CNIR &Riktes
for Family Stabilization Services) was developed by using data from the most recent
available UFR and averaging each line item across providers of the service. Specificall
the line items incorporated into this rate analysis are: the salargy baskegree level
(bachelor, master, and doctorate levels), tax and fringe, other direct costs, and
administrative allocation. A cost adjustment factor (CAF) of 2.72% was applied. This
analysis also applies to the sdifected service rate maximum forglservice.

-The POS rates used for Family Training
home) (see 101 CMR 414.00: Rates for Family Stabilization Services) were developed
using data from the most recent available UFR and averagindieadem across
providers of these services. Specifically, the line items incorporated into this rate analys
are: salaries of direct care workers and an allocation of director/manager salaries, tax g
fringe, other direct costs, and administrative @dkon. A cost adjustment factor (CAF) of
2.72% was applied. This analysis also applies to thedgelfted service rate maximum for
these services.

-The POS rate used for Respite (in the
Family Stabilizatbn Services) was developed by using data from the most recent availa
UFR and averaging each line item across providers of these services.

Specifically, the line items incorporated into this rate analysis are: stipend level for the
caregiver and an allation of director/manager salaries, tax and fringe, other direct costg
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and administrative allocation. A cost adjustment factor (CAF) of 2.72% was applied. Th
analysis also applies to the sdifected service rate maximum for these services.

-The POS rte used for Respite (siteased) (see 101 CMR 414.00: Rates for Family
Stabilization Services) was developed by using data from the most recent available UF
and averaging each line item across providers of these services. Specifically, the line it
incorporated into this rate analysis are: salaries of direct care workers, nurses, and an
allocation of director/manager salaries, tax and fringe, occupancy, other direct costs, al
administrative allocation. A cost adjustment factor (CAF) of 2.72% was applesi
analysis also applies to the sdifected service rate maximum for these services.

-The POS rates used for Community Based Day Supports (set in accordance with 101
CMR 415.00: Rates for CommunitBased Day Support Services) were developed by
using data from the most recent available UFR and averaging each line item across
providers of these services. Specifically, the line items incorporated into this rate analys
are: salaries of direct care workers, support staff, and an allocation of direstager
salaries, as well as tax and fringe, office space/program location expenses,
consultant/temporary help, direct client expense, supplies, other direct expenses and d|
administrative expenses, transportation, and administrative allocation. Adgestment
factor (CAF) of 2.72% was applied.

-The POS rates used for Group Supported Employment and Individual Supported
Employment (set in accordance with 101 CMR 419: Rates for Supported Employment
Services) were developed by using data from the neesint available UFR and averaging
each line item across providers of these services. Specifically, the line items incorporat
into this rate analysis are: salaries of direct care staff and an allocation of support staff
director/manager salaries, aslivas tax and fringe, office space/program location expens
other direct care and program expenses and administrative allocation. In addition, for
Individual Supported Employment alone, an allocation of salaries for
clinical/medical/specialized consultarwas included. A cost adjustment factor (CAF) of
2.72% was applied. This analysis also applies to thedgelfted service rate maximum for
these services.

-The POS rate for Day Habilitation Supplement (set in accordance with 101 CMR 424.(
Rates for @rtain Developmental and Support Services) was developed by using data fr
the most recent available UFR and averaging each line item across providers of these
services. Specifically, the line items incorporated into this rate analysis are: salaries of
direct care workers and nurses, and tax and fringe. A cost adjustment factor (CAF) of
2.62% was applied.

-The POS rates for Individualized Home Supports (set in accordance with 101 CMR
423.00: Rates for Certain-lHome Basic Living Supports) were developgdusing data
from the most recent available UFR and averaging each line item across providers of th
services. Specifically, the line items incorporated into this rate analysis are: salaries of
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program staff (including direct care staff, cultural faatiitr, support navigator, clinical
supervisor, community support worker, and counselor) and an allocation of manager
salaries, as well as tax and fringe, staff training and mileage, clinical consultant, progra
support, office space, and administrative @liion. A cost adjustment factor (CAF) of
2.62% was applied. This analysis also applies to thedgelfted service rate maximum for
these services.

-The POS rates for respite Stabilization (set in accordance with 101 CMR 412.00: Rate)
for Family Transitonal Support Services) were developed by using data from the most
recent available UFR and averaging each line item across providers of these services.
Specifically, the line items incorporated into this rate analysis are: salaries of direct carg
workers ad an allocation of director/manager and clinical staff salaries, tax and fringe,
consultant services, occupancy, other expenses, direct administrative, and staff training
and administrative allocation. A cost adjustment factor (CAF) of 2.62% was applied.

For waiver services for which there is no comparable Medicaid state plan or EOHHS
Purchase of Service (POS) rate, the waiver service rate was established in state regulg
after public hearing pursuant to state statutory requirements for the devel@ndent
promulgation of health care services rate regulations that apply to rates for health care
services paid for by state agencies.

See Massachusetts General Laws (MGL) Chapter 118E, Sections 13C Establishment ¢
rates of payment for health care serviced 43D Duties of ratemaking authority; criteria
for establishing rates. This approach applies to rates for Adult Companion and Chore,
which are set in accordance with 101 CMR 359.00: Rates for Home and Community
Based Services Waivers, and were establisiaseéd on data for comparable services
provided through the Executive Office of Elder Affairs (EOEA) Home Care Program,
which is the largest purchaser of these services. The most current data for SFY 2016 W
used, and rates were adjusted to the medianpait for each of these services under the
Home Care Program. In developing the rate for Chore services the rates was adjusted
the median after excluding outliers. Outliers were removed for any pricing in the databg
for Chore services that was 2 gland deviations away from the mean for that service. Th
exclusion of outliers in the development of the median for Adult Companion, however,
was not utilized, as the exclusion yielded a median slightly lower than the previously
established rate for Adutompanion, and therefore the previous Adult Companion rate
was maintained. The methodology and data sources used in this 2016 analysis were
consistent with the method used previously in past analysis. The calculation of the med
and exclusion of outlienwere performed using SAS statistical software.

12. The State provides Assistive Technology, Home Maodifications, Individual Goods
and Services, Specialized Medical Equipment and Supplies, Transportation (transit pag
only) and Vehicle Modifications at é¢hcost of goods sold. The State does not describe
whether there is a negotiation process, a maximum allowable cost, or a minimum bid
requirement for any of these services.
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How does the State maintain oversight over costs paid for Assistive Technology, Homg
Modifications, Individual Goods and Services, Specialized Medical Equipment and
Supplies, Transportation (transit passes only) and Vehicle Modifications?

The waiver services identified above are particighirdcted services and are paid using

t he Son&rdcteddFmancial Management Services (FMS), Public Partnerships Limit
(PPL). As indicated in Appendix-E-b-v, PPL utilizes a welbased electronic information
system to track and monitor billing and reimbursements and issue monthly reports to D
This system also applies strict budgetary limits. The system allows for individual servicq
rates and authorization caps, limits based on waiver type, and incompatible service list
Payments that do not conform to program rules will be pended and remMsweDS and

will not be paid without DDS approval. PPL issues payments to authorized providers ar
individuals upon receipt of accurate paper and electronic invoices.

Goods and services are not paid in full until the appropriate documentation is retteaved,
expenditures are validated, and confirmation is made that the purchased items have bg
delivered and have met the specificati ¢
plan.

Does the State have a negotiation requirement, maximum alloa@dileor minimum

number of bids required prior to purchase? ltems under Assistive Technology, Individu
Goods and Services, Specialized Medical Equipment and Supplies, and Transportation
(transit passesenly) are not subject to negotiation or biddingeTdost of the services is
subject to an area office review, and upon approval is compensated at the current marh
price.

Individual Goods and Services will be subject to the maximum of $3,000 per participan
per waiver year.

As outlined in theservice definition, Home Modifications require a minimum of three bidg
to be included with the service proposal which is submitted to the Area Director and
Regional Director for approval prior to commencement of the service. Vehicle
Modifications do not rquire multiple bids, but are subject to the Area and Regional
Director approval prior to commencement of the service. Home Modification and Vehic
Modification are each set at a maximum $15,000 for ayaer period.

Items under Assistive Technology mustet an identified assessed need, must not be
available under the State Plan and are subject to the Area Office approval.

Transportation passes are paid at rates established by the Regional Transit Authority.

13. The State failed to document or insufficiently documented how the Medicaid agen
solicits public comments on rate determination methods. The State is required by statu
complete a public process when proposing rate changes. The State issues & thatice o
proposed rates with an opportunity for the public to provide written comment, and they
required to hold a public hearing to provide opportunity for the public to provide oral
comment. The State references MGL Chapter 118E Section 13D and MGteCB3@4
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Section 2 as the basis for their public comment requirements. The State does not desc
how the public is made aware of rate updates following a rate change. Describe how th
public is informed of a rate change. Does this only happen when tiegazant is meeting
with the service coordinator to develop / review their service plan?

EOHHS establishes rates in regulation pursuant to state statutes that set out requirems
for the development and promulgation of health care services rate reguksiablishing
rates to be paid to providers for health care services by state agencies. MGL Chapter 1
Section 13D (Duties of ratemaking authority; criteria for establishing rates) requires
EOHHS to establish rates by regulation after public hearirgL I@hapter 30A, Section 2
(Regulations requiring hearings) provides the requirements for regulations after public
hearing. The requirements for regulations promulgated after public hearing include that
there be public notice of the proposed regulationiphietl in a newspaper and in the
Massachusetts Register, that the public hearing be held in a specific timeframe, and th
there be a separate method to provide written comment. After public hearing, EOHHS
considers all public testimony submitted at therimggand in writing through the written
comment period, and makes a final determination of the rates. The final rates are
promulgated as part of the final regulation and published in the Massachusetts Registe
well as on the EOHHS website.

Information d@out payment rates is available on the DDS website and is shared by serv
coordinators with waiver participants at the time of the service planning meeting.
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Devel opment al Services and its Fiscal E
(FEA/ FMS), Fwubplsi cLiPartterder(sPPL) . The agr 4
provides for a Financi al Management Ser

fees based upon budget authority servic

PPL reports budget status toctelse abap drot
a monthly basis. PPL executes individua
Management Services and with the partic

1 NoContracted epnetriftoirens wlaoi vneort oper ati ona
on behalf of the Medicaid agency and/ or

State: Appendix A:2

Effective Date
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4. Rol e of

wai ver

LocalSt Regi.BEnalndNemat e
operational and

Not applicable

L

1 Applicable - Local/regional norstate agencies perform waiver operational and
administrative function€Check each that applies:

AlLocal/ Regstomtaéd mwhliciomdagen awiae s/ er
functions at the
underbsettawnedeinn g¢ h e

t he

Medi caid agency

oper g
| ocdlntoerr argeegnicoyn aalg rleeevn
and

whetsemtleoeal i ain erse
iaddpres ami,i fsyt rtaht €S etéyepdat noofn ieecomtsi

y

Medi caeachagleamcygl)-56taangde o majlenopn t

b
r

a
0
a

e
g
Y
n

sponsi

r
e
d

e
r
6 :

bilities and performancBhe eiqut
ement or memorandum of understandi
atlnlgf aagpepnScpye a(b F ) t he nature of

t hbe

P>

LodaReagial

-gpwBr nmeansttaalt encermbh dbuces wai ver

admi
Me d i
each

functi ons at
and/ or the

ni strative

caid agency operating
ements of theoheacalkctidesgwbnah pnt

operationat of CM8t uptoler ae@hu atgthe |

t b at bl emtcviael €
a
|l ocalttaegeoralsi fwnmt hatt heetresponsd

op e(riaft i mpgSlpigealttlye )t.he nature of
A

. Responsibility for
Enti Sipeci §ywtteh@eageagwaspenssi bl e for
and/ or | oncomsit/arteegiienutradtmge s e per ati onal

DDS i n
I g

and

S responsible for assessi the per fl

. Assessmeondsnile Fhh edpesccy be
contracted adriaddesmtiaotnealent i ti es
and administrative
perfor maomcte accftl ®od ad i o ewmti aotnealent it i es

to ensur e

i s

Ass€Eaerstmeadct ebdo caBred /Roerg-Ba n & kb
assongirmg ttelhde
admini st

t heer enduohendb s etsfsatt he
t hat
funcrtd puisr d mAAatsss os daaic ety w
asses

The Department of Devel opment al S
negotiated conteaébr manaoemnaffet hbde
performance metrics and requires
remediation if they do not achieve
meehgs. Between these meetings ther

e
F
t

bl 6

mi g h

The

t ari se.

FEA/ FMS mai nt ai

Assessment

ns

mont hly

is ongoing.

mont hly

fismatnc itadt hr etploeg tparti ci pant s

i ndi vi dual

and

b |

t

| i ne
reco

items identifying
ncil e expenditures

t he
for

di sbur sement s

a paeticipant

H
f
w

State:

Effective Date

Appendix A:3



Appendix A: Waiver Administration and Operation
HCBSWNaiver Application Version 3.6

The FEA/FMS configures data so as to prod
uni fied format both for wutilization and finr
The Real Li ves St atsutoef, 200hladp,t ecro d?i5f5 eodf ath eM
19 B, Section 19, was enacted to further e
Massachusetts and DDS. The FEA/FMS is res)|
measumrdcswali ver assurances. The Department
Nati onal Core Indicator Consumer Sampl e.

Quarterly reports by the FEA/FMS analyze e]
similar <cat dgoraineds scefr viwcpep prl ans and r econ|
analyze accuracy and timeliness of payment
Reports examine the monthly spemdil og aan d nt.

The FEA/ FMS executes Provider Agreement s
i ndividuals engagedti onpaflheciFEAN@EGMSY imheée nit
regularly scans and upgdatedi cati ohang®DSi @
regularly and alerts the FEA/FMS to change

For additional descriptions please refer t
Di stribution of Waiver Operatlimntal e afndl IAdwi mg st a &
entity or entities that have responsibility
functi slheac k each :t hat applies
In accordance with 42 CFR A431.10, whadnuntchée oMed ii
supervises the performance of the function
funcAl lonfunctions not peedrifcoarinde da gdeinrceyc tnhuys tb yb et hdee |
monitored by th&oMedi cdMod eAdqdrmnny.one box may
Medicaid istbtlkRecSkendd! whest ate Medicaid Agency
superha sikel dg a;t eadn d/umrct(io)n est abli shes and/ or
Other State Local
_ Medicaid Operating Contracted | Non-State
Function Agency Agency Entity Entity
Participant waiver enrollment B A A A
\_Nayverenrollment managed against approve B A A i
limits
Waiver expenditures managed against appro B A B i
levels
Level of care evaluation B A A A
Review ofParticipant service plans B A A A
Prior authorization of waiver services B A A A
Utilization management B A B A
Qualified provider enrollment B A B A
State: Appendix A:4

Effective Date




Appendix A: Waiver Administration and Operation

HCBSWNaiver Application Version 3.6

Execution ofMedicaid provider agreements B A B A
Establishment of a statewide rate methodolog B A A A
Rules, policies, procedures and information B A A i
development governing the waiver program
Quiality assurance and quality improvement B A B i
activities

State: Appendix A:5

Effective Date
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Quality Improvement: Administrative Authority of the Single State Medicaid
Agency

As a distinct component of tee a t e 0 simpgoueanénstratggy, provide information in
the following fields to detailthe at e 6s met hods f or di scovery

Methods for Discovery: Administrative Authority

The Medicaid Agency retains ultimat@dministrativeauthority and responsibility for the
operation of thewaiver program by exercising oversight of the performance of waiver
functions by other state and local/regional nestate agencies (if appropriate) dn
contracted entities.

Performance Measures

For each performance measure ttstate will use to assess compliance with the statutory
assurance complete the followin§erformance measures for administrative authority
should not duplicate measures fodrin other appendices of the waiver application. As
necessary and applicable, performance measures should focus on:
1 Uniformity of development/execution of provider agreements throughout all
geographic areas covered by the waiver
1 Equitable distribution of vaiver openings in all geographic areas covered by the
waiver
1 Compliance with HCB settings requirements and othmewregulatory
components (for waiver actions submitted on or after March 17, 2014).
Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable
the state to analyze and assess progress toward the performance measure. In this section
provide information on the method by which each source of data is analyzed
datistically/deductively or inductively, how themes are identified or conclusions drawn, and
how recommendations are formulated, where appropriate.

Performance AA 2. MassHealth/DDS work collaboratively to improve quality of
Measure: services, by, ifpart, ensuring that service provider oversight is condug

in accordance with policies and procedures. Numerator: Number of
service provider reviews conducted in accordance with waiver policie
and procedures. Denominator: Total number of service proregdezws
due during the period

Data Source(Select one) (Several options are listed in thdima application):Other

| f

600t her 6 i $MSRepoesct ed, speci fy:

Responsible Party for | Frequency ofdata Sampling Approach
data collection/generation | (check each that
collection/generation applies)

State: Appendix A:6

Effective Date

c



Appendix A: Waiver Administration and Operation
HCBSWNaiver Application Version 3.6

(check each that

(check each that

applies) applies)

Hl State Medicaid Agenc A Weekly l 100% Review

A Operating Agency A Monthly A Less than 100%

Review

A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =

A Other H Annually

Specify:

A Continuously and A Stratified:

Ongoing

Describe Group

A Other
Specify:

A OtherSpecify:

N
n

Add another Data Source for thiserformance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

Frequency of data
aggregation and
analysis:

(check each that (check each that
applies applies
State Medicaid Agenc] A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other H Annually
Specify:
A Continuously and
Ongoing
A Other
Specify:
Performance AA 1. MassHealth, DDS and the Financial Management Service Age
Measure: (FEA/FMS) work collaboratively to ensure systematic and continuous

data collection and analysis of the FEA/FMS entity functions and sys
as evidenced by the timely and appropriate susionsof required data
reports. (Num: # of FEA/FMS reports submitted to DDS on time and
the correct format. Denom: # of FEA/EMS reports due.)

Data Source(Select one) (Several options are listed in thdima application):

i

60t her o

s el

ifiy: s

ected,

spec

State:

Effective Date

Appendix A:7
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Responsible Party for
data
collection/generation
(check each that

Frequency of data
collection/generation
(check each that

applies)

Sampling Approach
(check each that

applies)

applies)

A State Medicaid Agenc, A Weekly [l 100% Review

A Operating Agency A Monthly A Less than 100%

Review

A SubState Entity B Quarterly A Representative
Sample; Confidence
Interval =

B other A Annually

Specify:

Financial Management
Service Agency

A Continuously and
Ongoing

A Other
Specify:

A OtherSpecify:

A Stratified:
Describe Group

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

applies applies
State Medicaid Agenc] A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other B Annually
Specify:
A Continuously and
Ongoing
A Other
Specify:
Performance AA 4. Participants are supported by competent and qualified case
Measure: managers. Numerator: Number of case manager evaluations comple|

required.Denominator: Number of case managers due for performang

Effective Date

evaluation.
Data Source(Select one) (Several options are listed in thdima application):
| f 60Otherdé is selected, specify:
State: Appendix A:8
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Responsible Party for
data
collection/generation
(check each that

Frequency of data
collection/generation
(check each that

applies)

Sampling Approach
(check each that

applies)

applies)

[l State Medicaid Agenc] A Weekly [l 100% Review

A Operating Agency A Monthly A Less than 100%

Review

A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =

A Other H Annually

Specify:

A Continuously and
Ongoing

A Other
Specify:

A OtherSpecify:

A Stratified:
Describe Group

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

applies applies
State Medicaid Agenc] A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other B Annually
Specify:
A Continuously and
Ongoing
A Other
Specify:
Performance AA 3. Percent of individuals who have an annual L@@ssessment.
Measure: Numerator: Number of individuals who have an LO&Gssessment

within 12 months of their initial assessment or of their lastssessment.
Denominator: Number of individuals enrolled in the waiver.

Data Source(Select one) (Several optioaee listed in the osline application):

i

60t her o6 i s

s el

ected,

speci fy:

State:

Effective Date
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Responsible Party for
data
collection/generation
(check each that

Frequency of data
collection/generation
(check each that

applies)

Sampling Approach
(check eaclthat

applies)

A OtherSpecify:

applies)
[l State Medicaid Agenc] A Weekly [l 100% Review
A Operating Agency A Monthly A Less than 100%
Review
A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =
A Other A Annually
Specify:
B Continuously and J A Stratified:
Ongoing Describe Group
A Other
Specify: ‘
|

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

Specify:

applies applies
State Medicaid Agenc] A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other A Annually

A Continuously and
Ongoing

H other
Specify:

Semiannually

Add another Performance measure (button to prompt another performance measure)

il If applicable, in the textbox below provide any necessary additional information on the
strategies employed by tkte to discover/identify problems/issues within the waiver
program, including frequency and parties responsible.

State:

Effective Date
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b. Methods for Remediation/Fixing Individual Problems

i. Describethest at e6s met hod

for

addressing indiuvi

Include information regarding responsible parties @ENERALmMethods for problem
correction. In addition, provide informain on the methods used by #ete to document

these items.

The State Medicaid agency is responsible for ensuring effective oversight of the waiver
program, including administrative and operational functions performed by DDS. In the e
problems are discovered with the management of the waiver program processes at wali
service providers or DDS Area Offices, DDS and MassHealth are responsible for ensuri
a corrective action plan is created, approved, and implemented within apfedipnielines.
Further, MassHealth and DDS are responsible for identifying and analyzing trends relat
the operation of the waiver and determining strategies to address gQuedditgd issues.

il Remediation Data Aggregation

Remediationrelated | Responsible Partycheck
Data Aggregation | each that applies)

and Analysis
(including trend
identification)

Frequency of data
aggregation and
analysis:

(check each that

applies)

State Medicaid Agency | A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other A Annually
Specify:
Continuously and
Ongoing
A Other
Specify:

C. Timelines
When thestate does not have all elements of the Quality Improvement Strategy in place,
provide timelines to design methods for discovery and remediation related to the assurance
of Administrative Authority that are currently naperational.

iNo
1

Yes

Please provide a detailed strategy for assuring Administrative Authority, the specific
timeline for implementing identified strategies, and the parties responsible for its operation.

State:
Effective Date
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State:

Effective Date
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b.

Appendix B: Participant Access and Eligibility

Appendix BlL: Specification of the Waiver Target Group(s)

. Target Grdopdés)the waiver of Seacttdtoen [1i9mMi2t(sa ) valiOv)e
to a group or subgroacgorafanicediwditduatl2s .CFR A441.
target group, check each sabgmaypreneihe sefecte:t
and specify the minimum and maxi mum (:i f any) age

SELECT MAXIMUM AGE

ONE
MAXIMUM AGE

WAIVER L T
TARGET IMIT: THROUGH | No MaxIMuM

GROUP TARGET GROUH/SUBGROUP MINIMUM AGE AGET AGELIMIT

A Aged or Disabled, or Both- General
Aged (age 65 and older) A
Disabled (Physical)
Disabled (Other)
Aged or Disabled, or Both- Specific Recognized Subgroups
Brain Injury

HIV/AIDS

Medically Fragile
Technology Dependent
Intellectual Disability or Developmental Disability, or Both
Autism

Developmental Disability
Intellectual Disability 22
ental lliness (check each that applies)
Mental Illiness

Serious Emotional Disturbance _

Additional Criteria. Thestate further specifies its target group(s) as follows:

Y > >

B

> > >4 3>

= | > > > >

> >

] > >+

P>

P2

> > <

Individuals age 22 and older with intellectual disability as defined by DDS who meet
ICF-ID level of care and are determined through an assessment process to require
supervision and support for 24 hours, 7 days per week to avoid institutionalizatssed B
on the severity of their functional, behavioral, and/or medical impairments these
individuals require an intensive level of support over 24 hours; their needs for super
and support cannot be met by the services that are contained in the AzhdttSWaiver
or the Community Living Waiver. These individuals may reside in @idhome settings
or in their family home with a robust array of supports. Individuals must be able to b
safely served within the terms of the Waiver. Individuals who atteoaiged to receive
Behavior Modification interventions classified as Level Il interventions (as defined i
115 CMR 5.14A) are not enrolled in the waiver. Additionally, individuals receiving

State: Appendix B1: 1

Effective Date
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C.

services in provider settings in which the provider is authdriagorovide and/or perform
Level Il interventions are not enrolled in the waiver. An individual cannot be enrolleg
or receive services from more than one Home and Community Based Services (HCI

waiver at a time.

Transition of dnbyvMaxiamemAAWRehiemhenei ba. a maxi
that appddeal sowho may be served in the waiver,
that are undepaakéeni panbshaffeelfedt bgneéehe age |
B Not applicableThere is no maximum age limit
11The following transition planning proced
wai ver 6s max. Spreucm fayge | i mi t
Not applicable. There is no maxi mum age |
State: Appendix B1: 2

Effective Date

I



Appendix E: Individual Cost Limit

a.

I ndi vidual T@Gesftf oLl mwi ng individual cost | imit

afr

home and bammdnseyvices or entrance to t(Belwaitve
one) ease rmwodtee thhay kave only ONE hien dpi uripdousad s coofs t
eligibility for the waiver

No Cost Ldiflmee does not applDo amo ti nkide mpbBe]
It e 2-cB

Cost Li mit i n Excesslhafatlen srteiftuusteiso neant rG
ot herwise el igi blsteatien drievai sdounaa b |wh eenx ptehcet s
commubasgd services furnished to that i
speci fied dpmrhAtnd memowai v e geteacd of nipelltectiveg-b B dn mek.
The | imit sspec(esfalgedc tb yo nteh)e

1% Al evel hi gher than 100% of the ins
Specify the percentage:

1 ]Ot h(esrpeci fy)

I nstitutionalPuQossutanlti miot 42 sSCERe 4A4é&af@3oeés
waiver to any otherwissksateéigedbsenamldy vex
home and -basmdnistyvices f umwmiud lde ce xtce etdh &
of the | evel of ca€CemppeudbiBadef 8r t he W

Cost Li mit Lower Than dsiibnese irtaiftud oesal e rCtorsa
otherwise qualifi edatiendrievaisdounaalb| wh eenx ptelc e
commubasgd services furnished to that [
speci fisadtbytshhtehans tlhees cost of a | e VvSele ¢
the basis of t he tlhianimittisisudficenttd asguie theheatlv andlveelfe
of waiver participants.C o mp It eetne2-b Ba rR2e¢c. B

The cost | i mistats(gseddsefcite donbey) t he

1 1The foll owing
Specify dollar amount:

The dol | (agelaamotu nane)

1 {l's adjusted each year that the waiyv
formul a:

Specify theformula:

1 I1May be adjusted during the meatiedwitlh
wai ver amendment to CMS to adjust th

State:

Appendix B2:1

Effective Date




1 1The following percentage that [
average:
110t her :
Speci fy:
Met hod of | mpt kenelnnt dib\sib ch Wdhifeint .an i ndi vi dual cost
It em2-aB, specify the procedures that are followed
individual 6s health and welfare can be assured w

. ParticipantWisanf dgighteer sp.eci fi es arnt eem2add windlu alhec @s 1
change in the partici pama-edtst rcaonncaeiatitivadmttioer eqiuli ¢ @13
provisioni mfarmsdanmotemiisheeedst | imit in order to a
and wel Btaarhem,s tehsettahbel i fsdleldowi ng safeguards to avo
partichepakhatgtchbpplies

The participant is referred to another
Additional services in excess of the in

Specify the procedures for authorizing
authorized:

T >

A | Other safeguard(s)
(Specify)

State: Appendix B2: 2

Effective Date




Appendix B3: Number of Individuals Served

cated Numb.er ohe Photi owpagtgdsable specifi
cated participants who are ssavedwi hl eaab
wai ver amendment to CMS to modify the uwmduimmbge rwhdn j
a modification i s necessaroyraadtunee r t.or elalslpens ha mb e e
c
X

unduplicated participants specinfeiugad al nt yt htc al ctual
Appemrdi
Table: B-3-a
Unduplicated
Waiver Year Number
of Participants
Year 1 4530
Year 2 5080
Year 3 5630
Year 4 (only appears if applicable 6180
based on Item-T)
Year 5 (only appears if applicable 6730
based on Item-C)

b. Limitation on the Number oPfoi Pdr tiinc i Piame s s tSeemtv e v
unduplicated number of -Bartsi Leepamay Isipmict fi @eda i
number of participants who will bel seéirwhatehaetr arhye
s atetbi mhe number of(pakreéctcipaa)ys in this way:

[ ] Thag ate does not | imit the number of par
a waiver year.

' {Theaate | imits the number of parti cdiupra n
waiver year.

The | imit that applies to each year of the waiver

Table B-3-b

Maximum Number of
Waiver Year Participants Served At Any
Point During the Year

Year 1
Year 2
Year 3

Year 4 (only appears if applicable based on Iter@)1

Year 5 (only appears if applicable based on Iter@)1

State: Appendix B3: 1
Effective Date




Reserved
speci fied

wai ver
(sel ect

ser vi
one)

ces

Wai Te® aCa&p anaiyt y.eserve a
pur poses

(e.g., pr
to individua

portion of
ovide for the

| s

1

Not applicable. The state does not reserve capacity.

Thg at e

reserves

capacity
Purpose(s) the state reserves capacity for: Emergencies
Changing Needs, Priority Statu$urning 22 (F22) Students
Transitioning from Special Education

for t

Table B-3-c

Waiver
Year

Purpose(provide a title
or short description to
use for lookup):

Purpose(provide a title or
short description to use fof
lookup):

Priority Status

Turning 22 (F22) Students
Transitioning from Special
Education

Purpose(describe):

Purpose(describe):

The state reserves
capacity for individuals
who require waiver
supports as determined
through an assessment
processspecifically
individuals who are a
Priority 1 for Community
Living Supports as
defined in 115 CMR 6.0.
First Priority means the
provision, purchase, or
arrangement of supports
available through the
Department is necessary
to protect the health or
safety ofthe individual or
others. For individuals
who are Priority 1, the
Department through its
planning process with
individuals attempts to
secure services within 9(
days or less from the dat
of the prioritization letter,

The state reserves capacity fo
individuals who require waiver
supports agletermined through
an assessment process,
specifically, transitioning
students from Special
Education who are assessed 4
high priority for needing
Community Living Supports.
The state will set aside capaci
for these individuals who are
priority for errollment. All
participants enrolled in the
waiver will have comparable
access to all services offered i
the waiver.

State:

Effective Date

Appendix B3: 2
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The state will set aside
capacity fo these
individuals who are a
priority for enroliment.

All participants enrolled
in the waiver will have
comparable access to al
services offered in the
waiver.

Describe how the
amount of reserved
capacity was
determined:

Describe how the amount
of reserved capacity was
determined:

Thereserved capacity is
based on the
Department's experiencg
of providing services to
its Priority 1 individuals

The reserved capacity is base
on a legislative appropriation
for the T-22 class. The
Department has historical
information and amssessment
and prioritization system which
informs the Department about
the number of 122 students
who will need the level of
service on this waiver.

Capacity Reserved

Capacity Reserved

Year 1 5 200
Year 2 5 200
Year 3 5 200
Year 4 5 200
(only if

applicable

based on

Item 1-C)

State:

Effective Date
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Year 5 5 200
(only if
applicable
based on
Item 1-C)
d Schedul eldn PoraGRdt a sWi t hi n asvaaiev amra yy amark,e tthhee
who are servedi s udroeyrth asgtdosead wlhda sen e ) :
BliThe waiver is noitn sourb jaeudpthstsde ead ud kea s e
1 1The waiver is -sobpeophtesehedhbhset hat i s
to Appeddi ¥hiBs schedul atyrea nsntiittauti eosn am
participants who are served in the waive
e. Allocation of Waiver Capacity.
Select one:
Blwaiver capacity is allocated/ managed on
! |Waiver <capacity is al lsotcaattee de nttoi tlioecsal / r§
which waiver capacity is allocaté¢édcatle) g
how often the methodology is reevaluate

capacity among -tpbaté/eegibhnhas: non

numb e

f. Selection of Ent$pmpaedisf t ot idhepWMaii viees t hat apply

e

ntrance to the waiver:

When an application for waiver enrollment is made to the Central Waiver Unit, the Waiver Unit
confirms that the individual meets the basic requirements for Mdditigibility and the level of carg
for the waiver. The Waiver unit confirms that the Choice form has been signed as well. The Cq
Office Waiver unit maintains a statewide dattamped log, organized by the DDS regions, of
completed waiver applicatis. Based on the administration of the MASSCAP the individual is
prioritized for services and a determination is made as to which waiver's target group criteria th
individual meets. Participants prioritized for services must also be assessed as neesbngdé
within 30 days. The Department requires that all adult individuals seeking waiver services app
and maintain Medicaid eligibility. The Central Office Waiver Unit confirms that there is availabl
capacity in the waiver and that the individaaleeds for health and safety can be met. Based on {
individual's priority status an offer of enrollment is made. Those individuals who cannot be enr
because of lack of capacity will be denied entry based upon slot capacity and provided with ap
rights. When new resources are allocated by the Legislature for specific target groups there wi
reserved capacity set aside for them. Individuals in emergency situations who meet the criterig
enrollment are not subject to the process outlinede@dbassigned waiver resources are availablg

individual is expected to enroll in the waiver. The State will utilize the total slots estimated in th
application.

State:

Effective Date
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B-3: Number of Individuals Served- Attachment #1

Waiver Phaseln/Phase Out Schedule

Based on Waiver Proposed Effective Date:

a. The waiver is beingselect one)
" | Phasedn
1| Phasd-out
b. Phaseln/Phase-Out Time Schedule.Complete the following table:

Beginning (base) number of Participants:

Phaseln or PhaseOut Schedule

Waiver Year:

Month

Base Number of
Participants

Change in Number
of Participants

Participant Limit

Year One | Year Two

Year Three | Year Four | Your Five

A

~

A

A A

A

State:

Effective Date

Waiver Years Subject toPhaseln/Phase Out Schedule(check each that applies)

Appendix B3: 5



d.

Phaseln/PhaseOut Time Period. Complete the following table:

Month

Waiver Year

Waiver Year: First Calendar Month

Phasein/Phase out begins

Phasen/Phase out ends

State:

Effective Date
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Appendix B}: Medicaid Eligibility Groups Served in the Waiver

a. 1. State Classification. The tate is &select one)

B | 51634 state
1 SSI Criteria State
a 209(b) State
2. Miller Trust State.
Indicate whether the state is a Miller Trust State (select one)

B | No

1 Yes
b. Medicaid EIligibility Grrmndipwi dealvedwhaon ntdrce  WMaé vee
are eligible under the folloswahg eplshgi bi Aihey i gs
applicable federal financiGhlecpkaratlilc itphaatti oanp plliymi t

Eligibility Groups Served in the Waiver (excluding the special home and commibased waiver
group under 42 CFR 8§435.217)

Low income families with children as provided in 81931 of the Act

N>

SSi recipients
Aged, blind or disabled in 209(b) states whoeligible under 42 CFR §435.121

Optionalstate supplement recipients

Optional categorically needy aged and/or disabled individuals who have incoiseestt one)

A
||
||
I B | 100% of the Federal poverty level (FPL)
A

3 % | of FPL, which is lower than 100% &fPL
Specify percentage:

Working individuals with disabilities who buy into Medicaid (BBA working disabled group
provided in §1902(a)(10)(A)(ii))(XIII)) of the Agt

A | working individuals with disabilities who buy into Medicaid (TWWIIA Basloverage Group
as provided in 81902(a)(10)(A)(ii)(XV) of the Act)

A | Working individuals with disabilities who buy into Medicaid (TWWIIA Medical Improvemer
Coverage Group as provided in §1902(a)(10)(A)(ii))(XVI) of the Act)

A | Disabled individuals age 18 gounger who would require an institutional level of care (TEF
134eligibility group as provided in §1902(e)(3) of the Act)

A | Medically needy in 209(b) States (42 CFR §435.330)

B | Medically needy in 1634 States and SSI Criteria States (4282BR 320, §435.322 and
8§435.324)

A | Other specified groups (includely the statutory/regulatory ference to reflect the additional
groups in thestate plan that may receive services under this waspegify

State:
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Special home and communitgased waiver group under 42 CFR §435.21N0Qte: When the specia|
home and commun#yased waiver group under 42 CFR 8435.217 is included, ApperslimBst be
completed

1

No. Thestate does not furnish waiver servicesridividuals in the special home and commun
based waiver group under 42 CFR 8435.217. Appenébx$Bnot submitted.

Yes Thestate furnishes waiver services to individuals in the special home and coniasétst
waiver group under 42 CFR 8435.21%lect one and complete Appendi6B

a All individuals in the special home and commurigsed waiver group und
42 CFR843.217

B | Only the following groups ofidividualsin the special home and communhgsed waiver
group under 42 CFR 8435.2{dheck each that applies)

B | A special income level equal to (select one):

300% of the SSI Federal Benefit Rate (FBR)

1

% | A percentage of FBR, which is lowttan 300% (42 CFR
8435.236)

Specify percentage:

$ A dollar amountwvhich is lower than 300%

Specify percentage:

>

Aged, blind and disabled individuals who meet requirements that are more rest
than the SSI program (42 CRR435.121)

>

Medically needy without sperdbwn instates which also provide Medicaid to
recipients of SS(42 CFR 8435.320, §435.322 and 8435.324)

Medically needy without sperdbwn in 209(b) States (42 CFR §435.330)

> >

Aged and disabled individuals who have incomésatect one)

1

100% of FPL

1

% | of FPL, which is lower than 100%

g2

Other specified groups (include orilye statutory/regulatory refence to reflect thg
additional groups in thgate plan that may receive services under this waspagify

State:
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Appendix B5: PostEligibilityTreatment of Income

In accordance with 42 -EFRud“d4bhe3083(spheedfilpmhidnke B
services to individuals -basetiewapeei abgrbomeuvuandedr c4
indicated -4n thePpopgridiidiBy applies only to the 42 CF
a. Use of Spousal Impoverishment Rules.Indicate whether spousal impoverishment rules are used to

determine eligibility for the special home and commuiiaged waiver group under 42 CEBR35.217

Note: For the fiveyear period beginning January 1, 2014e following instructions are mandatory. The
following box should be checked for all waivers that furnish waiver services to the 42 CFR 8435.217
group effective at any point during this tiperiod.

[l | Spousal impoverishment rules under §1924 of the Act are used to determine the eligibility
individuals with a community spouse for the special home and comrasgd waiver

group. In the case of a participant with a community spousestétte usespousalpost
eligibility rules under 81924 of the AdComplete Items B-e (if the selection for B-a-i is SSI
State or §1634) or B-f (if the selection for Bl-a-i is 209b State) and Item-Bg unless the stat
indicates that it also uses spEal posteligibility rules for the time periods before January 1,
2014 or after September 30, 2019 (or other date as required by law).

Note: The following selections apply for the time periods before January 1, &0a#ter
December 31, 201@8elect one)

B | Spousal impoverishment rules under §1924 of the Act are used to determine the eligil
individuals with a community spouse fibre special home and communligsed waiver grouy
In the case of a participant with a community spousestie elects tosglect ong

Usespousalposteligibility rules under 81924 of the AcComplete ItemsiB-b-2 (SSI
Stateand A1634) or B-5-c-2 (209b StateiindItem B5-d.

Useregular posteligibility rules under 42 CFR §435.726 (SSI StatelAL634 (Complete
Item B5-b-1) or under §435.735 (209b Stat€omplete ltem £-¢c-1). Do not complets
Item B5-d.

1 | Spousal impoverishment rules under §1924 of the Act are not used to determine eligit
individuals with a community spouse for the special home and comrrhasd waiver grouy
Thestate uses regular pesligibility rules for individuals with a ammunity spouseComplete|
Item B5-c-1 (SSI Statand A1634) or Item B5-d-1 (209b State)Do not complete Item-B-d.

NOTE: Items B-5-b-1 and B-5-c-1 are for use by states that do not use spousal eligibility rules or u
spousalimpoverishment eligibility rules but elect to use regular postligibility rules. However, for the
five-year period beginning on January 1, 2014, postligibility treatment -of-income rules may not be
determined in accordance with B5-b-1 and B-5-c-1, becaise use of spousal eligibility and postligibility
rules are mandatory during this time period.

b

State:
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Note: The following selections apply for the time periods before January 1, 2014 or after
December 31, 2018.

b-1L.Regul aEl iPgishi | i t y nTroaret: meSiStis aSfteatues.€e$s i ghéiposty ru
CFP435.726. Payment f-loas ehdo mea iavnedr csoenmnvuincietsy i s
remaining after deducting the foll owi ngncadne:wanc

i. Allowance for the needs of the waiver participan{select ong

The following standard included under tate plan

(Selectone)

1 SSI standard

Optional state supplement standard

Medically needy income standard

The special income level for institutionalized persons
(select one):

300% of the SSI Federal Benefit Rate (FBR)

A percentage of the FBR, which is less than 300%
Specify the percentage:

A dollar amount which is less than 300%.
Specify dollar amount:

% | A percentagef the Federal poverty level
Specify percentage:

Other standard included under thestate Plan

Specify:

%

1 | The following dollar amount $ If this amountchanges, this item will be revised
Specify dollar amount

1 | The following formula is used to determine the needs allowance:
Specify:

1 | Other

|- Specify:

ii. Allowance for the spouse onlyselect ong
N | Not Applicable

Specify the amount of the allowancéselectone:
1 | SSl standard

1 | Optional gtate supplement standard

1 | Medically needy income standard

1 | The following dollar amount: | $ If this amount changes, this item will be revise
Specify dollar amount:
1 | The amount is determined using thdollowing formula:

State:
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Specify:

Allowance for the family (select one)

Not Applicable (see instructions)

AFDC need standard

Medically needy income standard

Theoll owing dol|$
Specify doll ar The ampenified canng
of the need standard for a family ofd atheds

approved AFDC plan or the medically needy
42 CFR A435.811 for a family of the same s

The amounti determined using the following formula:
Specify:

Other
Specify:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party
specified in 428CFR 435.726:

a. Health insurance premiums, deductibles anmhsarance charges

b. Necessary medical or remedial care expenses recognizedstatel¢éaw but not covered under thiea t
Medicaid plan, subject to reasonable limits thatsthée may establish dheamounts of these expensg

Select one:

B | Not applicable (see instructionsNote: If thestate protects the maximum amount for the waiver

participant, not applicable must tselected

The state does not establish reasonable limits.

The state establishes the following reasonable limits

Soecify.

State:
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Note: The following selections apply for the time periods before January 1, 2014 or after
December 31, 2018.

cl. Regul aEl iPgisTirielaittme nt : o PB) D ftTaheat e uses more restr
requirements thanelSiSdi bainldi tuys ersu lteRsa yapte s42 f ©F R h /A 4n:
commubasgd waiver services is arfaceuceddeduyctti mg & i
amounts and expenses from the waiver participant

i. Allowance for the needs of the waiver participan{select ong

The following standard included under thate plan(select one)
1 The followingstandard under 42 CFR 8435.121
Specify

Optionalstate supplement standard

Medically needy income standard

The special income level for institutionalized pers(setect one)

1 | 300% of the SSI Federal Benefit Rate (FBR)

A percentag®ef the FBR, which is less than 300%
Specify percentage:

A dollar amountwhich is less than 300% of the FBR
Specify dollar amount:

% | A percentagef the Federal poverty level
Specifypercentage:

Otherstandard included under thite Plan(specify):

! %

d The following dollar amount] $ Specify dollar amountf this amount changes, this
item will be revised.

d The following formula is used to determine the neatsvance
Specify

L | Other (specify)

ii. Allowance for the spouse onlyselect ong

1 Not Applicable(see instructions)

1 The following standard under 42 CFR 8435.121
Specify:

4 Optionalstate supplement standard

State: Appendix B5: 4
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1 Medically needyincome standard

d The following dollar amount] $ If this amount changes, this item will be revised.
Specify dollar amount:

d The amount is determined using the following formula:
Specify:

iii. Allowance for the family (select one)

a Not applicablgsee instructions)
1 AFDC need standard
a Medically needy income standard

1 |The following$

Specify dol | & The amount specified c
of the need standard for a family of < &€t
approved AFDC pl an or t he medically
42 CFR A435.811 for a family of mhwilslamee

& The amount is determined using the following formula:
Specify:

1 Other (specify):

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party
specified in 42 CFR§435.735:

a. Health insurance premiums, deductibles anth®arance charges

b. Necessary medical or remedial care expenses recognizedstatddaw but not covered under t
Stateds Medicaid pl an, sdatmayeitablishoahaamaustsoohtiaeb
expenses.

Select one:

1| Not applicable(see instructionsiNote: If thestate protects the maximum amount for the waiver
participant, not applicable must be checked.

1 Thestate does not establish reasonable limits.

f Thestate establishate following reasonable limitspecify)

NOTE: Items B-5-b-2 and B-5-c-2 are for use bystates that use spousaipoverishmenteligibility rules
andelect to applythe spousalpost eligibility rules.

State:
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Note: The following selections apply ftne time periods before January 1, 2014 or after
December 31, 2018.

b-2 Regul aEl iPgpisbi |l ity Treat mehh® afelunsemegh &Epo Sty at a
CFPM35.726 for individuals who diosnmét haveommsmpiot
as specified in A1924 of thebaxdd wPiaweaere nde rfwirc e
t he amount remaining after deducting the follo
participantds i ncome:

i. Allowance for the needs of the waiver participant(select ong
1 | The following standard included under tiate plan
(Select one)
SSI standard
Optional state supplement standard
Medically needy income standard
The special income level fomstitutionalized persons
(select one):
1 | 300% of the SSI Federal Benefit Rate (FBR)
A percentage of the FBR, which is less than 300%
Specify the percentage:
A dollar amount which is less than 300%.
Specify dollar amount:
% | A percentage of the Federal poverty level
Specify percentage:
Other standard included under thestate Plan

Specify:

& %

1 | The following dollar amount $ If this amountichanges, this item will be revised
Specify dollar amount

1 | The following formula is used to determine the needs allowance:
Specify:

1 | Other

- —
ii. Allowance for the spouse onlyselect ong

1 | Not Applicable

1 | The state provides an allowance for aspouse who does not meet the definition of a community
spouse in 81924 of the Act. Describe the circumstances under which this allowance is provid

Specify:

Specify the amount of the allowancéselect ong

State: Appendix B5: 6
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1 | SSI standard
1 | Optional state supplement standard
1 | Medically needy income standard

e The following dollar amount: $ If this amount changes, this item will be revise
Specify dollar amount:

1 | The amount is determined using the following formula:
Specify:

ii. Allowance for the family (select one)
1 | Not Applicable (see instructions)

1 | AFDC need standard

1| Medically needy income standard

L |Theol l owing dol|l$
Specify doll ar The amount specified

of the need standard for a family ofs athed 9
approved AFDC plan or the medically needy
42 CFR A435.811 for a family of mhwilslamee {

1 | The amounti determined using the following formula:
Specify:

1 | Other
Specify:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party
specified in 42 8CFR 435.726:

a. Health insurance premiums, deductibles anéhsarance charges

b. Necessary medical or remedial care expen
Medicaid plan, subject to reasonable limits thatsthe may establish on the amounts of these expe
Select one:

1 | Not applicable (see instructionsNote: If thestate protects the maximum amount for the waiver
participant, not applicable must lselected

i The state does not establish reasonable limits.

£ The state establishes the following reasonable limits

Speciiy:

State: Appendix B5: 7
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Note: The following selections apply for the time periods before January 1, 2014 or after
December 31, 2018.

c22Regul aE| iPgisThrielaittment : o PB) D5t amsfBAte uses more restr
requirements tharmwml3li band twysdadBbl.tersx5apgfostt2 i QR vi du

have a spouse or have a spouse who is not a comm
for a&aodeconbreusneid ywai ver services is reduced by t|
foll owing amounts and expenses from the waiver p

i. Allowance for the needs of the waiver participan{select ong
The following standard included under tate plan

(Select one)

a The following standard under 42 CFR 8435.121.

Specify:

Optional state supplement standard

Medically needy income standard

The special income level fomstitutionalized persons
(select one):

1 | 300% of the SSI Federal Benefit Rate (FBR)

A percentage of the FBR, which is less than 300%
Specify the percentage:

A dollar amount which is less than 300%.
Specify dollar amount:

% | A percentage of the Federal poverty level
Specify percentage:

Other standard included under thestate Plan

Specify:

& %

1 | The following dollar amount $ If this amountchanges, this item will be revised
Specify dollar amount

1 | The following formula is used to determine the needs allowance:
Specify:

1 | Other

Specify:
ii. Allowance for the spouse onlyselect ong

1 | Not Applicable

1 | The state provides an allowance for aspouse who does not meet the definition of a community
spouse in 81924 of the Act. Describe the circumstances under which this allowance is provid

State: Appendix B5: 8
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Specify:

Specify the amount of the allowancéselect ong

1

The following standard under 42 CFR8435.121.
Specify:

Optional state supplement standard

Medically needy income standard

The following dollar amount: | $ If this amount changes, this item will be revise
Specify dollar amount:

The amount is determined using thdollowing formula:
Specify:

Allowance for the family (select one)

Not Applicable (see instructions)

AFDC need standard

Medically needy income standard

Theol l owing dol|l$

Specify doll ar The ampecnified canno
of the need standard for a family ofs athed d
I
t

approved AFDC plan or the medically needy
42 CFR A435.811 for a family of he same ¢

The amounti determined using the following formula:
Specify:

Other
Specify:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party

specified in 42 8CFR 435.726:

. Necessary medical or remedial care expenses recognizedsaieléaw but not covered under siea t

Select one:

Health insurance premiunggductibles and emsurance charges

Medicaid plan, subject to reasonable limits thatsthee may establish on the amounts of these expe

1

Not applicable (see instructionsNote: If thestate protects the maximum amount for the waiver
participant, not applicable must tzelected

State:
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i The state does not establish reasonable limits.

1 | The state establishes the following reasonable limits

Fecify,

State:

Effective Date
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Note: The followingselections apply for the time periods before January 1, 2014 or after
December 31, 2018.

PostE | i g i Toeatindnttofyincome Using Spousal Impoverishment Rules

The state uses the postigibility rules of §1924(d) of the Act (spousal impoverishmenttgution) to
determine the contribution of a participant with a community spouse toward the cost of home and cemmunity
based care if it determines the individual's eligibility under 81924 of the Act. There is deducted from the
participant 6sa pasondl heeds allowance (ag specified below), a commsmityse's
allowance and a family allowance as specified instae Medicaid Plan. Thatate must also protect amounts

for incurred expenses for medical or remedial care (as specified below).

i. Allowance for the personal needs of the waiver participant

(select one)

! | SSI Standard

1 | Optional state supplement standard

1 | Medically needy income standard

—. The special income level for institutionalized persons
1 %| Specify percentage:

1 | The following dollar amount: | $ | If this amount changes, this item will be revis

1 | The following formula is used to determine the needs allowance:
Specify formula:

L | Other
Specify

i. 1 f da&lhleowance for the personal needs of a
di fferent from the amount used for the i
A435.726 or 42 CFR A435.735, explain dWhyn
mai ntenance needs in the community.

Sel ect one:
Allowance is the same

1 | Allowance is different.
Explanation of difference:

iii. Amounts for incurred medical or remedial care expenses not subject to payment by a thi
party, specified in 42 CFR 8435.726:

a. Health insurance premiums, deductibles anth®arance charges

b. Necessary medical or remedial care expenses recognizedsiateldaw but not covered under
Stateds Medicaid pl an, ssatdmag establigh on thre anaosnts of &

expenses.
Select one:

B | Not applicable (see instructionsNote: If thestate protects the maximum amount for the waiy
participant, not applicable must lselected.

1 The state does not establish reasonable limits.

State: Appendix B5: 11
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1 The state uses the same reasonable limits as are used for regular (repousal)post
eligibility.

NOTE: Items B-5-e, B-5-f and B-5-g only apply for the five-year period beginning January 1, 2014. I
the waiver is effective during the fiveyear period beginning January 1, 2014, and if the state indicate
in B-5-a that it uses spousal postligibility r ules under 81924 of the Act before January 1, 2014 or afte
December 31, 2018, then Items-B-e, B5-fand/orB-5-g ar e not necessary-5
b-2, B-5-¢c-2, and B-5-d, respectively, will apply.

=

State: Appendix B5: 12
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Note: The following selections apply the fiveyear period beginning January 1, 2014.

e. Regul aEl iPgishi | ity Treat mentl coB4altted dmmet hB88TulgeBt 2 0 &
s ate usesighdiposty rules at 42 CFR A435.726 for
a spouse who is not a community spouse as speci
commubasgd waiver services is reduced by the am
all owances and expenses from the waiver particip

i. Allowance for the needs of the waiver participan{select ong
1 | The following standard included under ttate plan
(Select one)
SSI standard
Optional state supplement standard
Medically needy income standard
The specialincome level for institutionalized persons
(select one):
1 | 300% of the SSI Federal Benefit Rate (FBR)
A percentage of the FBR, which is less than 300%
Specify the percentage:
A dollar amount which is less than 300%.
Specify dollar amount:
% | A percentage of the Federal poverty level
Specify percentage:
Other standard included under thestate Plan

Specify:

1 %

1 | The following dollar amount $ If this amountchanges, this item will be revised
Specify dollar amount

1 | The following formula is used to determine the needs allowance:
Specify:

1 | Other

Specify:
ii. Allowance for the spouse onlyselect ong

1| Not Applicable

1 | The state provides an allowance for aspouse who does not meet the definition of a community
spouse in 81924 of the Act. Describe the circumstances under which this allowance is provid

Specify:

Specify the amount of the allowancéselect ong
t | ssi standard

State:
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Optional state supplement standard

Medically needy income standard

The following dollar amount: | $ If this amount changes, this item will be revise
Specify dollar amount:

The amount is determined using the following formula:
Specify:

Allowance for the family (select one)

Not Applicable (see instructions)

AFDC need standard

Medically needy income standard

Theol l owing dol|l$

Specify doll ar The amount specified
of the need standard for a family ofs athed g
approved AFDC plan or the medically needy
42 CFR A435.811 for a family of mhwilslamee {

The amounti determined using the following formula:
Specify:

Other
Specify:

. Amounts for incurred medical or remedial care expenses not subject to payment by a third party

specified in 42 8CFR 435.726:

a.
b.

Select one:

Health insurance premiums, deductibles anéhsarance charges

Necessary medical or remedial care expenses recognizedsaeléaw but not covered under dtea t
Medicaid plan, subject to reasonable limits thatsthee may establish on the amounts of these expe

1

Not applicable (see instructionsNote: If thestate protects the maximum amount for the waiver
participant, not applicable must tselected

The state does not establish reasonable limits.

The state establishes the following reasonable limits

Foecify.

State:
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Note: The followingselections apply for the fiwgear period beginning January 1, 2014.

f. Regul aEl Pgishbi |l ity202809t{h)joGgshiheO&1l18ses more restr
requirements tharm!l3li badd twys esultetse iagd #AtRi dCuFaRl sA 4vBIE
have a spouse or have a spouse who is not a comm

r home anbda sceodmnwaniivteyr services is reduced by t|

I

0
ol l owing ampesntfcsr amdt e pwai ver participantos in

i. Allowance for the needs of the waiver participan{select ong
The following standard included under thiate plan

(Select one)

1 The following standard under 42 CFR 8§435.121:

Specify:

Optional state supplement standard

Medically needy income standard

The special income level for institutionalized persons
(select one):

1 | 300% of the SSI Federal Benefit Rate (FBR)

A percentage of the FBR, which is less thaB00%
Specify the percentage:

A dollar amount which is less than 300%.
Specify dollar amount:

% | A percentage of the Federal poverty level
Specify percentage:

Other standard included under thestate Plan

Specify:

1 %

1 | The following dollar amount $ If this amount changes, this item will be revise
Specify dollar amount

1 | The following formula is used to determine the needs allowance:
Specify:

1 | Other

Specify:
ii. Allowance for the spouse onlyselect ong
1| Not Applicable

1 | The state provides an allowance for a spouse who does not meet the definition of a community
spouse in 81924 of the Act. Describe the circumstances under which this allowance is provid

Specify:

State:
Effective Date
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Specify theamount of the allowance(select ong
1 | The following standard under 42 CFR 8435.121:
Specify:

1 | Optional gtate supplement standard
1 | Medically needy income standard

1 | The following dollar amount: | $ If this amountchanges, this item will be revised
Specify dollar amount:

1 | The amount is determined using the following formula:
Specify:

iii. Allowance for the family (select one)
1 | Not Applicable (see instructions)

1 | AFDC need standard

1 | Medically needy income standard

L |Theol l owing dol|l$

Specify doll ar The amount specified
of the need standard for a family ofs athed g
approved AFDC plan or the medically needy
42 CFR A435.811 for a family of mhwilslamee {

1 | The amounti determined using the following formula:
Specify:

1 | Other
Specify:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party
specified in 42 8CFR 435.726:

a. Health insurance premiums, deductibles anghsarance charges

b. Necessary medical or remedial care expenses recognizedsatel&aw but not covered under gtea t
Medicaid plan, subject to reasonable limits thatsthte may establish on the amounts of these expe

Select one:

1| Not applicable (see instructionsNote: If thestate protects the maximum amount for the waiver
participant, not applicable must tselected

1 The state does not establish reasonable limits.

State:
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1 | The state establishes the following reasonable limits

Secify.

State:

Effective Date
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Note: The followingselections apply for the fiwgear period beginning January 1, 2014.

through 20

g. PostE | i g iTeeatindnttofyincome Using Spousal Impoverishment Rules2 0 1 4
Thg ate used itghdiposty rules of A1924(d) of the A
determine the contribution of a participant wi t
commubasgd care. There isoOgdetaontbbdy fromomdeape
all owance (as specified below), a community spou
t steat e Medi cabhtdePmanst &aheo protect amounts for ir
car e diafsi eschpbebel ow) .
i. Allowance for the personal needs of the waiver participant
(select one)
1 | SSI Standard
1 | Optional state supplement standard
1 | Medically needy income standard
1 | The special income level for institutionalized persons
1 % | Specify percentage:
1 | The following dollar amount: | $ If this amount changes, this item will be revis
1 | The following formula is used to determine the needs allowance:
Specify formula:
1 | Other
Fpecify
i. ' f a&lhleowance for the personal needs of a
different from the amount used for the i
A435.726 or 42 CFR A435.735, explain dwhyn
mai ntenance needs in the community.
Sel ect one:
L | Allowance is the same
1 | Allowance is different.
Explanation of difference:
iii. Amounts for incurred medical or remedial care expenses not subject to payment by a thi
party, specified in 42 CFR 8435.726:
a. Health insurance premiums, deductibles anthgarance charges
b. Necessary medical or remedial care expenses recognizedsiaeldaw but not covered under {
¢ atebdbs Medicaid pl an, s daejmayedtablistoon theeammsuatsodth
expenses.
Select one:
1 | Not applicable (see instructionsNote: If thestate protects the maximum amount for the waiy
participant, not applicable must lselected.
1 The state does not establish reasonable limits.
State:
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1 The state uses the same reasonable limits as are used for regular (repousal)post
eligibility.

State:
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Appendix B: EvaluatiohReevaluation of Level of Care

As specified in 42 CFR 8441.302(c), #ate provides for an evaluation (and periodéevaluations) of the

need for the level(s) of care specified for this waiver, when there is a reasonable indication that an individual
may need such services in the near future (one month or less), but for the availability of home and community
based waier services.

a. Reasonable Indication of Need for Servicedn order for an individual to be determined to need waiver
services, an individual must require: (a) the provision of at least one waiver service, asmtedimthe
sewvice plan,and(b) the provision of waiver services at least monthlyifahe nee for services is less
than monthly, the participant requires regular monthly monitoring which must be documented in the
service plan. Specify thest at e 6 s p ol i thereasonaldeoindices rofrthie negd forwaiver
services:

i. | Minimum number of services
The minimum number of waiver seres (one or more) than individual must require in order
to be determined to need waiver services is

1

Frequency of services Thestate requiregselect one)
1 | The provision of waiverservices at least monthly

Monthly monitoring of the individual when services are furnished on a less than monthl
basis

If the state also requires a minimum frequency for the provision of waiver services othd
monthly (e.g., quarterlyspecify the frequency:

Waiver services must be scheduled on at least a monthly basis. The Service Coordinj
be responsible for monitoring on at | e
receive scheduled services for longer thanranath (for example when absent from the
home due to hospitalization). Monitoring includesperson, telephone, videmnferencing
text messaging,-mail contacts, and/or other electronic modalities with the participant,
guardian, or other family membdesignated by the participant as a contact for monitoril
purposes. Monitoring may also include collateral contact with service providers or infg
supportsGuardians and other family members designated by the participant as will bg
documented in thekrlectronic record by the Service Coordinator. Every participant hag
direct inperson contact at least annually. Contact requires a response from the partici
guardian or other specified family member in order to be considered monitoring.

b. Responsibility for Performing Evaluations and Reevaluations Level of care evaluations and
reevaluations are performesk{ect ong

B | Directly by the Medicaid agency

1 | By the operating agency specified in Appendix A

1| By agovernment agencyunder contract with the Medicaid agency.
Specify the entity

1 | Other
Specify.
State: Appendix B6: 1
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C.

educational / professional qualifications of
for waiver applicants:

Information necessary for making the initial evaluation of level of care (LOC) for waiver appli
is collected by the Staies Re gi on al Il nt ake and -6\Wilakacheagam E

includes state waiver eligibility specialists and licensed doctoral level psychologists who sup|
the eligibility team member sb6 ad nulicarit.§dam a t

members include state social worker(s), and state eligibility specialists. Their qualifications &
follows:

Psychologist IV

Applicants must have at least three years oftiie or equivalent patime, professional
experience as a Linsed Psychologist in the application of psychological principles and techn
in a recognized agency providing psychological services or treatment, of which at least one
must have included supervision over Postdoctoral Psycholagistsining anddr Psychological
Assistants.

Clinical Social Worker

Required work experience: At least two years otfinfle or equivalent pattime, professional
experience as a clinical soci al wor ker af
Substitutions:

-A Doctorate in social work, psychology, sociology, counseling, counseling education, or hur
services may be substituted for the required experience on the basis of two years of educati
one year of experience.

-One year of education equals 30 semestars Education toward a degree will be prorated on
basis of the proportion of the requirements actually completed.

Required education: A Masterod6s or higher
-Licensure as a Licensed Certified Social Workgethe Massachusetts Board of Registration in
Social Work is required

State Eligibility Specialists

State Service Coordinators; State Eligibility Specialists

Applicants must have at least (A) three years oftfole or equivalent patime, professional
experience in human services; (B) of which at least one year must have been spent working
people with disabilities (intellectual disability; developmental disabilities;) or (C) any equivalg
combination of the required experience andsihiestitution below.

Substitutions:

1. A Bachelordéds degree with a major in soc
counseling, counselor education, rehabilitation counseling may be substituted for a maximur
one year of the required (A) exjpErce.*

2. A Masterds degree with a concentration
counselor education, rehabilitation counseling may be substituted for a maximum of two yea
the required (A) experience. Applicants who meet all federplirements for Qualified Intellectus
Disability Professional may substitute those requirements for three years of the required con
(A) and (B) experience.

*Education toward such a degree will be prorated on the basis of the proportion of themmeqgts
actually completed.

Service Coordinators
Applicants must have at least (A) three years oftfole or equivalent patime, professional
experience in human services; (B) of which at least one year must have been spent working

State:

Effective Date
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e.

people with déabilities (intellectual disability; developmental disabilities; deafness; blindness;
multi-handicapped) or (C) any equivalent combination of the required experience and the
substitution below.

Substitutions:

1. A Bachel or 6s degr el social cadewoe, psyahplagy, sociologys o ¢
counseling, counselor education, rehabilitation counseling may be substituted for a maximur
one year of the required (A) experience.*

2. A Masterds degree with a con cogyndounseling, o n
counselor education, rehabilitation counseling may be substituted for a maximum of two yea
the required (A) experience. Applicants who meet all federal requirements for Qualified Intel
Disability Professional may substitute #gorequirements for three years of the required combir
(A) and (B) experience.

*Education toward such a degree will be prorated on the basis of the proportion of the requir
actually completed.

whether an individual needs services through the waiver and that serve as the basts afthe 6 s
care instrument/tool. Specify the level of care instrument/talithemployed. State laws, regulations,

a

n mblicies concerning level of care critedad the level of care instrument/tark availabldo CMS

Level of Care Criteria. Fully specify the level of care criteria that are used to evaluate and reevaluate

| evel

upon requesthrough the Medicaid agency or the operating agency (if applicable), including the
instrument/ool utilized.

The Vineland Il (or another valid and reliable measure of adaptive functioning as determined 4
DDS licensed Psychologist, such as the Adaptive Behavior Assessment Scale Revised may bd
substituted), is administered at the time of eligipiissessment to determine the functional
impairments of the individual. The initial evaluation of level of care is based on the MASSCAP
process which consists of an assessment of
assessment of thpecialized characteristics of the individual and the capacity of the caregiver tg
provide care. The Individual Client and Agency Planning (ICAP), the Consumer and Caregiver
Assessment (CCA) in conjunction with the Vineland Il or the Adaptive Behaviors8issmnt Scale,
Revised constitute the MASSCAP process. The ICAP is an automated, standardized and valid
that assesses an individual 6s adaptive fun
skills, social and communication skills, pensl living skills and community living skills. The ICAP
also assesses maladaptive behavior. Other reliable information that is evaluated in making this
determination includes, but is not limited to, psychological or behavior assessments, additional
functional and adaptive assessments, educational, health, mobility, safety and risk assessmen
CCA process further amplifies the speciald.
capacity to provide care. The CCA is designed to more fullyiac ul at e t he car e
needs to provide care in the home for the waiver participant. Factors such as the age, health s
mental acuity, ability of the caregiver to drive and the potential impact of these factors on the w
participan are reviewed.

Annually, as part of the care planning pro
which is a shortened version of the MASSCAP. The MASSCAP and all other available assessr,
are considered if there isqaestion about whether the participant continues to meet the level of g
for the waiver. If at any time during the year the participant has experienced significant change
their life, the MASSCAP will be administered to determine if there is a chgmgiad which warrantg

a change in level of care or services.

L

evel of Care I Retrdame@FRsA441.303(c)(2), [

ndi

ca

evaluate | evel of care for the wai wmert idiuftfiernsalf rl

c

a(eel ect one)

State:

Effective Date
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Bl lThe same instrument i s used in deter mi
institutionad$t acaer lwamder t he

L' 1A different instrument is used to det e
institutiona#t acer @lwamder t he
Describe how and why this instrument di

of care and ecxopreaionf hadve tdhed eouwnti nati on i

f.  Process for Level of Care Evalation/Reevaluation Per 42CFR 8441.303(c)(1), describe the process
for evaluating waiver applicants for their need for the level of care under the waiver. If the reevaluation
process differs from the evaluation process, describe the differences:

The Regional Eligibility Teams (RB across the state conduct the initial evaluations of all new
applicants for the Departmentés services.

psychologist, a social worker, eligibility specialists, and a team manager. The eligibility procq
includes administration of the MASSCAP. The Service Coordinator participates in the initial

evaluation process as part of the team.

Subsequent to the initial level of care determination, level of care is reevaluated annually by
participantds Service Coordinator at weach
This reevaluation is conducted using a shortened version of the MASSCAP. If there is a que
to whether the participant continues to meet the levehuis, the MASSCAP is administered. Thd
re-evaluation process would be identical to original evaluation process if at any time during t
year, it is determined that the participant has changing needs or circumstances that might inj
their level of care,rad the MASSCAP is administered. The Service Coordinator would also be

of that evaluation team/process.

0. Reevaluation Schedule Per 42 CFR8441.303(c)(4), reevaluations of the level of care required by a
participant are conducted no less frequertthan annually according to the following schedule
(select one)

Every three months

1
L | Every six months
|l | Every twelve months
1 | Other schedule

Fecifythe other schedule

h. Qualifications of Individuals Who Perform Reevaluations Specify the qualifications of individuals
who perform reevaluatior(select one)

B | The qualifications of individuals who perform reevaluations are the same as individuals wh
perform initial evaluations.

1 | The qualifications are different.
Specify thejualifications:

i. Procedures to Ensure Timely ReevaluationsPer 42 CFR8441.303(c)(4)specifythe procedures that
thestate employs to ensure timely reevaluations of level of Garecify)

State: Appendix B6: 4
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Quality Improvement: Level of Care

As a distinct component of tee a t e 0 simpgoueanénstriatggy, provide information in
the following fields to detailthe at e 6s met hods f or di

Methods for Discoverylevel of Care Assurance/Sukassurances

The state demonstrates that it implements the processes and instruhsep#sified in its
approved waiver for
care consistent with level of care provided in a hospital, NF or ICF/IID.

Sub-assurancs:

a. Subassurance:An evaluation for LOC is providedb all applicants for whom there is
reasonable indication that services may be needed in the future.

i. Performance Measures

The state ensures timetyg rteevafgbat henssef
system. The system tracks an individual's
is due. Through the use of management rep
touagmes the timely completion of the reeval
correction within 30 days.

j. MaintenBwmakbuafion/ Reev®kuatti2o € FRe d\d rtdast.30 3a(scs)u(r )s,
written and/ or el ectronically retrievabl e docut
mai nt ai m@numperi ad of 3 yi46E8FRSE92a12S preecqi ufiyr etdhei nl ocat i
records of evalwmrdg i ofihsl eanadl refevadmueatdare maintain
Deter mi nati ons of l evel o f care are ma i
Management I nfor mati on System. Paper r ec (
department al Amre&eOfwiihe 1ilh &L£&MKRo4dd 00 .

scovery c

evaluating/reevaluating

For each performance measure ttsgate will use to assess compliance with the statutory

assurance complete the following. Whepessible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable
the state to analyze and assess progress toward the performance measure. In this section

provide information on thenethod by which each source of data is analyzed

statistically/deductively or inductively, how themes are identified or conclusions drawn, and

how recommendations are formulated, where appropriate.

Performance
Measure:

LOC al. Percent addpplicants who received an initial LOC assessmen
within 90 days of the individual's application to participate in the waiv
(Number of individuals who received an initial LOC assessment withi
days of their application to participate in the waiveniiher of
individuals who received an initial LOC assessment.)

Data Source(Select one) (Several options are listed in thdima application):Other

| f

60t her 6 i s

selected, specify:

State:

Effective Date
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DMRIS Consumer Database

Responsible Party for
data
collection/generation
(check each that

Frequency of data
collection/generation
(check each that

applies)

Sampling Approach
(check each that

applies)

A OtherSpecify:

applies)
[l State Medicaid Agenc, A Weekly [l 100% Review
A Operating Agency A Monthly A Less than 100%
Review
A SubState Entity A Quarterly J A Representative
Sample; Confidence
Interval =
A Other A Annually
Specify:
. Continuously and A Stratified:
Ongoing Describe Group
A Other
Specify: ‘
|

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

Specify:

applies applies
[l State Medicaid Agenc| A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other A Annually

A Continuously and
Ongoing

Other
Specify:

Semiannually

Add another Performance measure (button to prompt anotherformance measure)

b Sub-assurance: The levels of care of enrolled participants are reevaluated at least
annually or as specified in the approved waiver.

i. Performance Measures

State:

Effective Date
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For each performance measure ttstate will use to assess compliancetwihe statutory
assurance complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable
the state to analyze and assess progress towargénmrmance measure. In this section
provide information on the method by which each source of data is analyzed
statistically/deductively or inductively, how themes are identified or conclusions drawn, and
how recommendations are formulated, where appab@r

Performance No longer needed in new QM system
Measure:

Data Source(Select one) (Several options are listed in thdima application):

| f 60Otherdé is selected, specify:
Responsible Party for | Frequency of data Sampling Approach
data collection/generation | (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)
A State Medicaid Agenc| A Weekly A 100% Review
A Operating Agency A Monthly Bl Less than 100%
Review
A SubState Entity A Quarterly A Representative

Sample; Confidence

Interval =
Other A Annually
Specify:
No longer needed A Continuously and A Stratified:
Ongoing Describe Group
. Other
Specify:
No longer needed [l OtherSpecify:
No longer needed

Add another Data Source for this performance measure

Data Aggregation and Analysis
Responsible Party for Frequency of data
data aggregation and aggregation and

analysis analysis:
(check each that (check each that
applies applies

A State Medicaid Agenc| A Weekly
A Operating Agency A Monthly

A SubState Entity A Quarterly
[l other A Annually

Specify:

State:
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No longer needed A Continuously and

Ongoing

[l other
Specify:

No longer needed

Add another Performance measufeutton to prompt another performance measure)

Sub-assurance: The processes and instruments described in the approved waiver are
appliedappropriately and according to the approved description to deterntiireeinitial
participantlevel of care.

i. Performance Measures

For each performance measure ttstate will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on tugenated data that will enable
the state to analyze and assess progress toward the performance measure. In this section
provide information on the method by which each source of data is analyzed
statistically/deductively or inductively, how themes aenidied or conclusions drawn, and
how recommendations are formulated, where appropriate.

Performance LOC cl. Percent of initial level of care assessments completed that W
Measure: applied appropriately and according to the DDS policies and procedd

(Number of exception reports completed by licensed psychologists of
level of care instruments that are returned for cause/Total number of
level of care assessments administered.)

Data Source(Select one) (Several options are listed indhdine application):

| f 60Otheré is selected, specify:

Responsible Party for | Frequency of data Sampling Approach
data collection/generation | (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)
Bl State Medicaid Agenc] A Weekly B 100% Review

A Operating Agency A Monthly A Less than 100%

Review

A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =

| A Other A Annually |

State:

Appendix B6: 8
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I Specify:

B Continuously and J A Stratified:
Ongoing Describe Group
A Other

Specify:

| A OtherSpecify:

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

applies applies

B State Medicaid Agenc| A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other A Annually
Specify:

A Continuously and
Ongoing

[l other
Specify:

Semtannually

If applicable, in the textbox below provide any necessary additional information on the

strategies employed by tkite to discover/identify problems/issues within the waiver

program, including frequency and parties responsible.

b. Methods for Remediation/Fixing Individual Problems

i Describethet at ed6s met hod for addressing indi
Include information regarding responsible parties &BENERALmMethods for problem
correction. In addition, provide informatn on the methods used by tegte to document
these items.
The State Medicai d agency i s responsible f
including administrative and operational f
di scovered with the manageménwaoferhsewai ¢
Area Offices, DDS and MassHealth are respo
approved, and i mplemented within appropri a

State:
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idedtahgal pgi ag

for trends
addr essr ggluaatléd yi ssues.

rel ated

to the o

il Remediation Data Aggregation

Remediatiorrelated Data Aggregation and Analysis (including trend identification)

Remediationrelated | Responsible Partycheck
Data Aggregation
and Analysis
(including trend
identification

each that applies)

Frequency of data
aggregation and
analysis:

(check each that

applies)

State Medicaid Agency | A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other: Specify: l Annually

A Continuously and
Ongoing

A Other: Specify:

C. Timelines

When thestate does not have all elements of the Quality Improvement Strategy in place,
provide timelines to design methods for discovery and remediation related to the assurance
of Level of Carghat are currently noroperational.

1 IDE
1

Yes

Please provide a detailed strategy for assuring Level of Care, the specific timeline for
implementing identified strategies, and the parties responsible for its operation.

State:
Effective Date
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Appendix B: Freedom of Choice

Freedom oAs Choo d2CFR 441.302(d),lwen an i ndividual is dete
require a |l ewal vefr,cahe foditvhids al or his or her

I
i.informed of any feasible alternatives under th
iigiven the choice of eitherbasnesd isteurtviiocneasl. or ho

a Proceduspesifwat hés porocecdcddroesi g el igible i ndi
representatives) of the feasible alternatives av
choose either instiltdetnitamal tdre Wwairwgrs )s drheaetd @eam .e
of chlohecebor mMmoramsaaidradl e t o CMS upon request thr
operating agency (i f applicable).

As part of the eligibility process the eligibility team begins the process of determining whethg
individual meets clinical eligibility criteria for waiver enrollment. The Team conducts the

MASSCAP to assess whether the individual meets thelDICEOC requirement for entrance into
the Waiver. Based on both the i ndafocare,dhe atbkg
and Eligibility Specialist gives the individual a brief oral explanation along with a printed brod
regarding waiver services.

The area office to which the newly DBSligible individual is assigned meets with the individual
sharesnformation about the waiver program, provides the Choice form/application, and offer|
assistance to the individual or legally responsible person in completing the Choice
form/application. Once the Choice form/application is completed, the individuedjalht
responsible person submits it to the area office. The area office forwards the Choice
form/application to the Waiver Management Unit for review and determination of compliance
the first level of criteria for waiver enrollment: choice of comniyservices as a feasible
alternative to institutional services. The appropriate Area Office receives notice from the Wal
Management Unit about the status of the waiver application

b. Mai ntenanc.e dPERR392M3 wr i t t eenl eccotpricensi coarl 'y retri e\
Freedom of Choice forms are maintained for a mi
copies of these forms are maintained.

A copy of the AWaiver Choice Assur Manager Fo
(Service Coordinator) in the | egal sectio

State:
Effective Date
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Appendix BB: Access to Services by Limiteaglish ProficierPersons

Access to Services byPdomsi SpdcENhygl t bR ameed futscesse tt hoa tp
meani ngf ul access to the nwasirovnesr ibny a.c crDredeadr cEamgwhit tshh
Health and Human Services MAnAGuidance to Feder al F
Prohibition Against Nati onal Origin Discriminatior
473-Augu 8, 2003):

The Department has developed multiple approaches to promote and help ensure access to the \f
Limited English Proficient persons. To help ensure access for individuals and families document
typically translated into nine languages)ich are most commonly spoken by residents in
Massachusetts. This includes Spanish, Haitian Creole, Portuguese, Chinese, Russian, Vietnamg
French, Arabic and Khmer. The demographics of the state are routinely reviewed to insure that
translation of dogments reflects the current Massachusetts population. DDS through a state
procurement has selected translation and interpretation agencies to provide both oral and written
translations. The state has also selected a telephonic interpretation servicis ahailable statewide
for DDS staff to use. All of the translation and interpretation contractors as well as the telephonic
have a roster of translators and interpreters for multiple languages so that DDS can respond to t
of families who spak languages beyond those listed previously, such as Swabhili or Amharic. In a
to providing translated information, interpreters are made available when needed to enable indiv
and family members to fully participate in planning meetings. Tinésgpreters can be made availabl
through providers under state contract.

DDS has also developed a Language Access Plan to support the Targeted Case Managers (Ser
Coordinators) and other DDS staff who interact with families.

There are a number oéi junctures where DDS offers individuals and families the opportunity to
request additional supports. I nterpretation
interaction with the Department. Additionally, all public documents areaaiin multiple languages

Another important method the Department utilizes to promote access to Waiver services is by wq
to build capacity among service providers to become more culturally responsive in their delivery
services. One central eftanvolves building in contractual requirements stipulating that providers 1
be responsive to the specific ethnic, cultural, and linguistic needs of families in the geographic ar
serve. It is expected that this is addressed in multiple wayslinglwutreach efforts, hiring of bi
lingual and bicultural staff, providing information in the primary languages of the individuals and
families receiving services, and developing working relationships with othercuaitliral community
organizations irtheir communitiesThe Department is committed to continue to develop and enhan
efforts to provide meaningful access to services by individuals with Limited English Proficiency.

State:
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Appendix C: Participant Services
HCBS Waiver Application Version 3.6

Appendix C: Participant Services

Appendix €/G3: Summary of Services Coveasd
Services Specifications

C-la. Wai ver Servi.cedApP@®8meieaxyg Cforth the specification
under thliisstwati lwerservi ces dwhaaitvear e nf utrhnei sfhoeldl ouwnid
management i s not a servic-ébuaddler t he waiver, co

Statutory Services(check each that applies)

Service Included Alternate Service Title (if any)

Case Management

B>

Individualized Home
Supports

Home Health Aide
Personal Care
Adult Day Health
Habilitation

Residential Habilitation

Day Habilitation

Prevocational Services

W >| >| > > >| >| >

GroupSupported
Employment

Education

Respite

Day Treatment

Partial Hospitalization

Psychosocial Rehabilitatior]

Clinic Services

| [ >t | > | >

Live-in Caregiver
(42 CFR 8441.303(f)(8))

Other Services(select one)

1 Not applicable

B | As provided in 42 CFR §440.180(b)(9), th@te requests the authority to provide the follow
additional services not specified in stat(liet each service by title)

a. | Adult Companion

State: Appendix G1:1
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b. | Assistive Technology

C. Behavioral Supports and Consultation

d. Chore

e. Community Based Dagupports (CBDS)

f. Family Training

g. Home Modification and Adaptations

h. Individual Goods and Services

I Individual Supported Employment

- Individual Day Supports

K. Peer Support

l. Specialized Medical Equipmeand Supplies

m. | Stabilization

n. | Transportation

0. Vehicle Modification

p. Remote Supports and Monitoring

Extended State Plan Serviceselect one)

1 Not applicable

B | The following extendesdtate plan services are providgigt each extendestate planservice by servics
title):

a. Day Habilitation Supplement

Supports for Participant Direction (check each that appliés)

A The waiver provides for participant direction of services as specified in Appendix E. The
includes Information and Assistance in Support of Participant Direction, Financial Manag
Services or other supports for participant direction as waiver services.

A The waiver provides for participant direction of services as specified in Appendix E. oathef
the supports for participant direction are provided as administrative activities and are describe
Appendix E.

B | Not applicable

Support Included Alternate Service Title (if any)

Information and Assistance in A

Support of Participant Direction

Financial Management Services A

State: Appendix G1: 2
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Other Supports for Participant Directidist each support by service title)

State:

Effective Date
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Appendix C: Participant Services
HCBS Waiver Application Version 3.6

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specificatioeaali®y avaiable to CMS upon request
through the Medicaid agency or the operating agency (if applicable).

‘ Service Specification
Service Type:I Statutory 3 Extended State Plan 9 Other

Service Name: GroupSupported Employment

Service is included in approved waiver. There is no change in service specifications.

5 Service is included in approved waiver. The service specifications have been modified.

8 Service is not included in approved waiver.

Service Definition (Scope)

Group Supported employment services consist of the ongoing supports thatpemadifgants, for

whom competitive employment at or above the minimum wage is unlikely absent the provision of
supports, and who, because of their disabilities, need support to perform in a regular work setting. The
outcome of the service is sustained panaployment and work experience leading to further career
development and individual integrated community employment for which the participant is
compensated at or above the minimum wage, but not less than the customary wage and level of benefif
paid by tle employer for the same or similar work performed by individuals without disabilities. Small
group supported employment are services and training activities provided in regular business, industry
and community settings for groups of two (2) to eight (8)kes with disabilities. Examples include

mobile work crews, enclaves and other busiessed workgroups employing small groups of workers
with disabilities in employment in the community. Services must be provided in a manner that
promotes engagementtime workplace and interaction between participants and people without
disabilities including ceworkers, customers, and supervisors. Group supported employment may
include any combination of the following services:-j@tated discovery or assessment, sisgj the
participants to locate a job or develop a job on behalf of the participants, job analysis, training and
systematic instruction, job coaching, negotiation with prospective employers, and benefits support.
Typically group supported employment catsiof 28 participants, working in the community under

the supervision of a provider agency. The participants are generally considered employees of the
provider agency and are paid and receive benefits from that agency. Group supported employment
includesactivities needed to sustain paid work by participants including supervision and training and
may include transportation if not available through another source. Transportation between the
participantsd place of r esintlemprowderasite dand thehgeoupe mp | o
employment site may be provided.

Federal financial participation is not claimed for incentive payments, subsidies or unrelated
vocationaltrainingexpenses such as the following:

1. Incentive payments made to an employegrnoourage or subsidize the employer's

participation in a supported employment program;

2. Payments that are passed through to users of supported employment programs; or

3. Payments for training that is not directly related to a participant's supgonig@dyment program

When supported employment services are provided at work sites where persons without disabilities are
employed, payment is made only for the adaptations; supervision and training required for participants

State: Appendix G1: 4
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receiving the waiver service asesult of their disabilities but does not include payment for supervisory
activities rendered as a normal part of the business setting. Documentation is maintained in the file of
each participant receiving this service that the service is not availadde amprogram funded under
Section 110 of the Rehabilitation Act of 1973 or the Individuals with Disabilities Education Act (20

U.S.C. 1401 et seq.)

Group supported employment does not include volunteer work or vocational services provided in

facility-basel work settings.

This service is primarily delivered in person; telehealth may be used to supplement the scheduled in

person service

based on the

participantodos -need

centered planning process andiesved by the Service Coordinator during each scheduled reassessment

as outlined in Appendix 2-a.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery 3
Method (check each
that applies)

Participanidirected as specified in Appendix E

B | Provider
managed

Specify whether the service may | &
provided by(check each that

Legally Responsible Perso l Relative| s

Legal Guardian

applies):
Provider Specifications
Provider 3 Individual. List types: l Agency. List the types of agencies
Category(s) Work/Day Non Profit, For Profit and State
(check one or Provider Agencies
both)
Provider Qualifications
Provider License(specify) Certificate Other Standar@specify)
Type: (specity)
Work/Day 115 CMR 7.00 High School Possess appropriate qualifications as evidenced
Non Profit, (Department diploma, GED or | interview(s), two personal or professional
For Profit and| of relevant references and a Massachusetts Criminal Offend
Statg Developmental equwalenm_es O | Record Information (CORI) and National Criming
Prowd_er Services competencies. Background check:115 CMR 12.00 (National
Agencies Standards for Criminal Background Chés), be age 18 years or
all Services older, be knowledgeable about what to do in an
and Supports) emergency; be knowledgeable about how to rep
and 115 CMR abuse and neglect, have the ability to communic
8.00 effectively in the language and communication
(Department style of the participant, maintain coddintiality and
of privacy of the participant, respect and accept
Developmental different values, nationalities, races, religions,
Services cultures and standards of living. Specific
Certification, competencies needed to meet the support needg
Licensimg and the participant based upon the unigue and
specializd needs of the participant related to the
State: Appendix G1:5
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Enforcement disability and other characteristics will be
Regulations) delineated in the Support Plan by the Team.

Telehealth providers must comply with the
requirements of the Health Insurance Portability
andAccountability Act of 1996 (HIPAA), as
amended by the Health Information Technology
Economic and Clinical Health (HITECH) Act, and
their applicable regulations, as well applicable st
law, M.G.L. Ch. 66A and M.G.L. Ch. 123B,
Section 17, to protect ¢hprivacy and security of
the participantds prot

DDS/ EOHHS relies on th
legal obligation as covered entities and contractu
obligations to comply with these requirements.
There is not a single state HIPAdmpliance
officer. This methodology is accepted by DDS a
EOHHS officials.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification

Work/Day Non DDS Office of Quality Enhancement, Every two years
Profit, For Profit | Survey and Certification staff.
and State
Provider

Agencies

Service Specification
Service Type:l Statutory 9 Extended State Plan & Other

Service Name:Individualized Home Supports

l Service is included in approved waiver. There is no change in service specific

8 Service is included in approved waiver. The service specifications have been
modified.

5 Service is not included in approveshiver.

Service Definition (Scope)

Individualized Home Supports consists of services and supports in a variety of activities that may be pr
regularly but that are less than 24 hours per day that are determined necessary to allow a participant to
successfully live in the community appsed to an institutional setting. This service provides the support

State: Appendix G1: 6
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supervision necessary for the participant to establish, live in and maintain orgaimgrbasis a household of
their choosing, in a personal home or the family home to meet tiglithtive needs. These services assist
support the waiver participant and may include teaching and fostering the acquisition, retention or
improvement of skills related to personal finance, health, shopping, use of community resources, comm
safdy, and other social and adaptive skills to live in the community as specified in the Plan of Care. It m
include training and education in safietermination, selddvocacy to enable the participant to acquire skills
exercise control and responsityilover the services and supports they receive to become more independd
engaged and productive in their communities. The service includes elements of community habilitation
personal assistance. This service excludes room and board, or the codityotifikeep, and maintenance. Ar
assessment is conducted and a Plan of Care is developed based on that assessment. The service is lif]
amount specified in the waiver participantés H
be included as part of this service. No individual provision duplicates services provided under Targeted
Management. This service may not be provided at the same time as Respite, Group or Individual Supp
Employment, Community Based Day Suppolnslividualized Day Supports, Individualized Goods and
Services, or Adult Companion or when other services that include care and supervision are provided.

This service may be salfirected through either the Fiscal Intermediary or Agency with Choice.

This service may be delivered in a participanteo
telehealth. Thiservice is primarilydelivered in persoriglehealth may be used to supplement the schedule
person servicbased on thp a r t i scneepspreférelcesand goals as determined during the persemered
planning process and reviewed by the Service Coordidarimg each scheduled reassessmasrdgutlined in
Appendix D-2-a. When participants are also receiving Remote Supports anitoiiiog, providers of both
services will share services plans and schedules, so that Remote Supports and Monitoring timing and 4
will not overlap with the provision of Individualized Home Supports. This service may not be delivered
teleheath to any participant who is also receiving Remote Supports and Monitoring.

Purchase of devices used for such remote/telehealth delivery is not covered by this service.

Specify applicable (if any) limits on the amount, frequency, or duratidmioervice:

This service is 23 hours or less per day. A participant can be enrolled in both Individualized Home Supqg
Remote Supports and Monitoring but cannot receive both simultaneously. Participants who receive both
services must receive théiS in person, not via telehealth.

Service Delivery Method(check each l Participantdirected as specified in l Provider
that applies) Appendix E managed
Specify whether the service may be providd s | Legally l Relative| & | Legal Guardian
by (check each that applies): Responsible Perso

Provider Category(s) l Individual. List types: l Agency. List the types of agencig

(check one or both) Qualified Individual Providers Residential/Work/Day Individual or Famil

Support Provider and State Agencies

Provider Qualifications

State: Appendix G1:7
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Provider Type:

License

(specify)

Certificate

(specify)

Other Standaréspecify)

Qualified Individual

Providers

High School
diploma, GED,
or relevant
equivalencies ol
competencies.

Possess appropriate qualifications as evidenc
by interview(s), two personal or professional
references and a Criminal Offender Record
Information (CORI) and National Criminal
Background Check:115 CMR 12.00 (Natibna
Criminal Background Checks), be age 18 yea
or older, be knowledgeable about what to do i
an emergency; be knowledgeable about how
report abuse and neglect, have the ability to
communicate effectively in the language and
communication style of thegpticipant, maintain
confidentiality and privacy of the participant,
respect and accept different values, nationaliti
races, religions, cultures and standards of livir
Specific competencies needed to meet the
support needs of the participant basedruihe
unique and specialized needs of the participal
related to their disability and other characteris
will be delineated in the Support Plan by the
Team.

Telehealth providers must comply with the
requirements of the Health Insurance Portabil
andAccountability Act of 1996 (HIPAA), as
amended by the Health Information Technolog
for Economic and Clinical Health (HITECH)
Act, and their applicable regulations, as well
applicable state law, M.G.L. Ch. 66A and
M.G.L. Ch. 123B, Section 17, to protehet
privacy and security
protected health information.

DDS/ EOHHS relies on t
independent legal obligation as covered entitig
and contractual obligations to comply with the
requirements. There is not a single stdleAA
compliance officer. This methodology is
accepted by DDS and EOHHS officials.

Residential/Work/Day
Individual or Family
Support Provider and

State Agencies

115 CMR 7.00
(Department of
Developmental
Services
Standards for
all Services and
Supportsand
115 CMR 8.00
(Department of

Developmental

High School
diploma, GED
or relevant
equivalencies ol
competencies.

Possess appropriate qualifications as evidend
by interview(s), two personal grofessional
references and a Criminal Offender Record
Information (CORI) and National Criminal
Background Check:115 CMR 12.00 (National
Criminal Background Checks), be age 18 yea
or older, be knowledgeable about what to do
an emergency; be knowleglgble about how to
report abuse and neglect, have the ahitity

State:
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Services communicate effectively in the language and
Certification, communication style of the participant, mainta
Licensing and confidentiality and privacy of the participant,
Enforcement

respect and accept different valueationalities,
races, religions, cultures and standards of livi
Specific competencies needed to meet the
support needs of the participant based upon {
unigue and specialized needs of the participa
related to their disability and other
characteristis will be delineated in the Suppor
Plan by the Team.

Regulations)

Telehealth providers must comply with the
requirements of the Health Insurance Portabil
and Accountability Act of 1996 (HIPAA), as
amended by the Health Information Technolog
for Economic ancClinical Health (HITECH)
Act, and their applicable regulations, as well
applicable state law, M.G.L. Ch. 66A and
M.G.L. Ch. 123B, Section 17, to protect the
privacy and security
protected health information.

DDS/EOHHS reliesontheprvi der s 6
independent legal obligation as covered entitig
and contractual obligations to comply with the
requirements. There is not a single state HIPA
compliance officer. This methodology is
accepted by DDS and EOHHS officials.

Verification of Provid er Qualifications

Provider Type: Entity Responsible for Verification Frequency of Verification
Qualified Individual DDS Every two years
Providers
Residential/Work/Day | DDS Office of Quality Every two years
Individual or Family Enhancement, Survey and
Support Provider and | Certification staff.
State Agencies

‘ Service Specification

Service Type:. Statutory 3 Extended State Plan & Other
Service:Respite

State: Appendix G1:9
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l Service is included in approved waiver. There is no change in service specifications.
3 Service is included in approved waiver. The service specifications have been modified.
8 Service is not included in approved waiver.

Service Definition(Scope)

Services are provided in either: a) licensed respite facility, b) in the home of the patticipin the family
home, ord) in the home of an individual family provider to waiver participants who are unable to care for
themselves. Services are provided on a steomh overnight basis where there is an absence or need for re
those persongho normally provide care for the participant or due to the needs of the waiver participant.
Respite care may be made available to participants who receive other services on the same day, such i
or Individual Supported Employment, or adult ezre however, payment will not be made for respite at thg
same time when other services that include care and supervision are provided.

Respite may not be provided at the same time as Individualized Goods and Services, when a service rg
a good is bieg provided.

Facility-based respite cannot be participditected. Others forms of respite may be-s@lécted. The choice o
the type of respite is dependent on the waiver

Federal financial participation will only hiaimed for the cost of room and board when provided as part of
respite care furnished in a facility licensed by the state.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:
Respite may be provided up to 88ys per year and is reflected in the Individual Service Plan based on ag
need.

Service Delivery Method | [l
(check each that applies)

Provider
managed

Participantdirected as specified in Appendix E | |}

Specify whether the service may bl A | Legally B | Relative A | Legal Guardian
provided by(check each that Responsiblg
applies): Person

Provider Specifications
Individual. List types: B

Provider Category(s)| W
(check one or both)

Agency. List the types ohgencies:

Individual Respite Provider Respite Provider Agency and State Provider

Agencies

Provider Qualifications

Provider Type: License(specify) | Certificate(specify) Other Standar@specify)

Respite Provider 115 CMR 7.00 High School Possess appropriate qualifications as

Agency and State | (Department of Diploma, GED, or evidenced by interview(s), two persong

ProviderAgencies Developmental equivalencies or or professional references and a Crimil
Services Standard] relevant Offender Record Information (CORI)
for all Services anq competencies. and National Criminal Background
Supports) and 115 Check:115 CMR 12.00 (National
CMR 8.00 Criminal Backgraind Checks), be age 1
(Department of years or older, be knowledgeable abou
Developmental what to do in an emergency; be
Services knowledgeable about how to report ab
Certification, and neglect, have the ability to
Licensing and communicate effectively in the languag

State: Appendix G1:1C
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Enforcement and communication style of the
Regulations participant, mainta confidentiality and
privacy of the participant, respect and
accept different values, nationalities,
races, religions, cultures and standard
living. Specific competencies needed t
meet the support needs of the participg
based upon the unique arksialized
needs of the participant related to their
disability and other characteristics will
delineated in the Support Plan by the

Team.
Individual Respite High School Possesappropriate qualifications as
Provider Diploma, GED, or evidenced by interview(s), two persond
equivalencies or or professional references and a Crimil
relevant Offender Record Information (CORI)
competencies. and National Criminal Background

Check:115 CMR 12.00 (National
Criminal Background Checks), be age
years o older, be knowledgeable about
what to do in an emergency; be
knowledgeable about how to report ab
and neglect, have the ability to
communicate effectively in the languag
and communication style of the
participant, maintain confidentiality and
privacy of the participant, respect and
accept different values, nationalities,
races, religions, cultures and standard
living. Specific competencies needed t(
meet the support needs of the participa
based upon the unique and specialized
needs of the pariijgant related to their
disability and other characteristics will
delineated in the Support Plan by the
Team

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification

Respite ProvideAgency | DDS Office of Quality Enhancement, Survey af Every 2 years
and State Provider Certification staff.
Agencies

Individual Respite Department of Developmental Services Every 2 years
Provider

‘ Service Specification

Service Type:® Statutory I Extended State Plan & Other
Service: Day Habilitation Supplement

State: Appendix G1: 11
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il Service is included in approved waiver. There is no change in service specifications.
lEL Service is included in approved waiver. The service specifications have been modified.
8 Service is not included in approved waiver.

Service Definition(Scope)

This service will no longer be included as a waiver sermftectiveJanuaryl, 202.

Day Habilitation Supplement consists of supplemental services that are providedsaafrdimg Day
Habilitation program sites and is not available to waiver participants in any other program, setting or sitg
supplemental services are not otherwiselalb& under the Medicaid State plan, and are services which th¢
Department of Developmental Services has determined are necessary to enable the participant to parti
day habilitation program. The supplemental services consist of focused-one assistance for participants
who have significant support needs who are either medically fragile with issues such as dysphasia, asp
and repositioning and/or exhibit extreme behavioral actions such as serieinfusielfis behavior or injurious
behavior directed at others such as pica, severe-baading, pulling out fingernails and toenails, biting and
other forms of aggression. The etweone assistance insures that the health and safety issues of both the
participant and others who participatethe Day Habilitation program are met. Many of the participants ha
severe intellectual disability and are fully dependent on caregivers for risk management and protection.
scope and nature of these services do not otherwise differ from day hiahikrvices furnished under the
State plan. Transportation between the partici
provided as a component of the day habilitation supplement; meals are not provided as a component of
Habilitation Supplement. The provider qualifications specified in the State plan apply. This service cann
self directed.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

This service is limited to 5 day®r week and no more than 6 hours per day based on assessed need of t
waiver participant.

Service Delivery Method A | Participanidirected as specified in Appendix E | [} | Provider

(check each that applies) managed
Specify whether the service may bl A | Legally B | Relative A | Legal Guardian
provided by(check each that Responsiblg

applies): Person

Provider Specifications

Provider Category(s)| A Individual. List types: B | Agency. List the types ofigencies:
(check one or both) MassHealth Certified Providers
Provider Qualifications
Provider Type: License(specify) | Certificate(specify) Other Standar¢specify)
MassHealth Certified 130 CMR 419.401| Committee for
Providers (MassHealth Day | Accreditation of

Habilitation Center| Rehabilitation

Services Facilities (CARF).

Regulations).

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification
MassHealth Certified Committee forAccreditation of Rehabilitation | One to three years, dependin
Providers Facilities (CARF). on level of certification.

State: Appendix G1:12
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‘ Service Specification

Service Type:® Statutory 9 Extended State Plan I Other
Service: Adult Companion

l Service is included in approved waiver. There is no change in service specifications.
3 Service is included in approved waiver. The service specifications have been modified.
8 Service is not included in approved waiver.

Service Definition(Scope)

Non-medical care, supervision and socialization provided to an adult. Services may include assistance
meals and basic activities of daily living such as shopping, laundry, meal preparation, routine household
incidenta to the support and supervision of the participant. The service is provided to carry out personal
outcomes identified in the individual plan that support the participant to successfully reside in his/her ho
the family home. Adult companion may @lse provided when the caregiver regularly responsible for thesed
activities is temporarily absent or unable to manage the home and care. Adult companion services are 3
available for a participant in his/her own residence who requires assistance \eital j@nsehold tasks.

This service does not entail hands on nursing
family home, or in the community. This service may not be provided at the same time as Chore, Individ{
Home SupportRespite, Group or Individual Supported Employment, Individualized Day Supports, Comn
Based Day or when other services that include care and supervision are provided. This service may be
directed.

Specify applicable (if any) limits on the amoufrequency, or duration of this service:
This service is 23 hours or less per day. It is only available to participants who live in their family home
home of their own.

Service Delivery Method B | Participantdirected as specified in Appendix E | [} | Provider

(check each that applies) managed
Specify whether the service may bd A | Legally B | Relative A | Legal Guardian
provided by(check each that Responsible

applies): Person

Provider Specifications

Provider Category(s) ] Individual. List types: B | Agency. List the types of agencies:
(check one or both)

Qualified Individual Provider Residential/Work/Day Individual or Family
Support Provider

Provider Qualifications

Provider Type: License(specify) | Certificate(specify) Other Standar@specify)
Residential/Work/Day 115 CMR 7.00 High School diploma, Possess appropriate qualifications as
Individual or Family | (Department of GED or relevant evidenced by interview(s), two person
Support Provider Developmental equivalencies or or professional references and a
Services Standard| competencies. Criminal Offender Recorthformation
for all Services ang (CORI) and National Criminal
Supports) and 115 Background Check:115 CMR 12.00
CMR 8.00 (National Criminal Background
(Department of Checks), be age 18 years or older, be
State: Appendix G1: 18
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Developmental
Services
Cadtification,
Licensing and
Enforcement
Regulations)

knowledgeable about what to do in an
emergency; be knowledgeable about
how to report abuse and neglect, have
the ablity to communicate effectively in
the language and communication stylg
the participant, maintain confidentiality]
and privacy of the participant, respect
and accept different values, nationaliti¢
races, religions, cultures and standard
of living. Speific competencies neede
to meet the support needs of the
participant based upon the unique and
specialized needs of the participant
related to their disability and other

characteristics will be delineated in the
Support Plan by the Team.

Qualified Individual
Provider

High School diploma,
GED, or relevant
equivalencies or
competencies.

Possess appropriate qualifications as
evidenced by interview(s), two person
or professional references and a
Criminal Offender Recorthformation
(CORI) and National Criminal
Background Check:115 CMR 12.00
(National Criminal Background
Checks), be age 18 years or older, be
knowledgeable about what to do in an
emergency; be knowledgeable about
how to report abuse and neglect, havg
the abiity to communicate effectively in
the language and communication styld
the participant, maintain confidentiality]
and privacy of the participant, respect
and accept different values, nationaliti¢
races, religions, cultures and standard
of living. Speific competencies neede(
to meet the support needs of the
participant based upon the unique and
specialized needs of the participant
related to their disability and other
characteristics will be delineated in thq
Support Plan by the Team.

Verification of Provider Qualifications

Provider Type:

Entity Responsible for Verification:

Frequency of Verification

Residential/Work/Day
Individual or Family
Support Provider

DDS Office of Quality Enhancement, Survey &
Certification Staff.

Every 2 years

Qualified Individual Department of Developmental Services Every 2 years
Provider
State: Appendix G1: 14
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‘ Service Specification
Service Type:® Statutory 3 Extended State Plan IOther

Service Name: Assistive Technology

l Service is included in approved waiver. There is no change in service specifications.
8 Service is included in approved waiver. The service specifications have been modified.
5 Service is not included in approved waiver.

Service Definition (Scope)

This servicenas two components: Assistive Technology devices and Assiststlenology evaluation
and training. These components are defined as follows:

Assistive Technology devicesan item, piece of equipment, or product system that is used to

develop, increase, maintain, or improve functional capabilitigguicipants, and to support the
participant to achieve outcomes identified in their Individual Support Plan. Assistive Technology
devices can be used to enable the participant to engage in telehealth. Assistive Technology devices
can be acquired commerltyaor modified, customized, engineered or otherwise adapted to meet the
individual 6s specific needs, including design
Technology device purchase, lease, or other acquisition costs, this service auncpuaes

maintenance and repair of Assistive Technology devices and rental of substitute Assistive
Technology devices during periods of repd@iis service includes device installation and setup costs
but excludes installation and agh and ongoing prasion fees related to internet service.

Assistive Technology evaluation and traininthe evaluation of the Assistive Technology needs of the
participant, i.e. functional evaluation of the impact of the provision of appropriate Assistive
Technology devies and services to the participant in the customary environment of the participant; the
selection, customization and acquisition of Assistive Technology devices for participants; selection,
design, fitting, customization, adaption, maintenance, repaifpareplacement of Assistive

Technology devices; coordination and use of necessary therapies, interventions, or services with
Assistive Technology devices that are associated with other services contained in the Individual
Support Plan; training and teckal assistance for the participant, and, where appropriate, the family
members, guardians, advocates, or authorized representatives of the participant; and training or
technical assistance for professionals or other individuals who provide services Iy, @ampre

otherwise substantially involved in the major life functions of participants. Assistive Technology must
be authorized by the Service Coordinator as part of the Individual Support Plan. The Service
Coordinator will explore with the participaragal guardian the use of the Medicaid State Plan. Waiver
funding shall only be used for assistive technology that is specifically related to the functional
l'imitation(s) caused by the participantds di sa
service may be provided remotely via telehealth based on the professional judgement of the evaluator
and the needs, preferences, and goals of the participant as determined during theepézsedh

planning process and reviewed by the Service Coordidatomg each scheduled reassessment as
outlined in Appendix B2-a.

Assistive Technology must meet the Underwriter's Laboratory and/or Federal Communications Commis
requirements, where applicable, for design, safety, and utility.

There must be documetion that the item purchased is appropriate to the participant's needs.

State: Appendix G1: 1
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Any Assistive Technology item that is available through the State Plan must be purchased through
the State Plan; only items not covered by the State Plan may be purchased thri\givehe

This service includes purchase, lease, or other acquisition costs of cell phones, tablets, computers,
and ancillary equipment necessary for the operation of the Assistive Technology devices that enable
the individual to participate in telehealthhdse devices are not intended for purely
diversional/recreational purposes.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Participants may not receive duplicative devices through both the Transitional Assistance Service and t
Assistive Technology Service. The Assistive Technology evaluation includes identification of technology
already available and assesses whether teagpohodifications or a new device is appropriate based on
demonstrated need.

Service Delivery l Participantdirected as specified in Appendix E l Provider
Method (check each tha managed
applies)

Specify whether the service may bel s Legally Responsible l Relative| 3 | Legal Guardian
provided by(check each that applies Person

Provider l Individual. List types: l Agency. List the types afgencies:
Category(s) R

Individual Qualified contractors
authorized to sell this equipment o
make adaptations

Qualified Contractors authorized to sell this

heck one or i i
(check one o equipment or make adaptations

both)

Individual Qualified AT Evaluation,
Training, and Device Provider

Non-profit, for-profit provider, state operated AT
Evaluation, Training, and Device Provider

Agencies
Provider Qualifications
Provider Type: License(specify) Certificate(specify) Other Standar¢specify)
Individual The Individual Qualified Contractor must
Qualified hold a license in occupational therapy or
Contractors physical therapy or speetiinguage

authorized to sell
this equipment of
make adaptation

pathology issued in accordance with 259
CMR 2.00 or 260 CMR 2.00, or a certified
Assistive Technology Professional (ATP)
a certified Rehabilitation Engineering
Technologist (RET) and an active membe
of the Rehabilitation Engineering Society
North America (RESNA).

Individual Qualified Contractors must meg
or purchase from entis that meet state
requirements to sell, lease, maintain or
modify equipment. They must hold a valid
tax payer ID number. Payment for servicq
is made only to providers who meet the
following requirements: (1) agree to accej
assignment of rates developeylthe

State:
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Executive Office of Health and Human
Services (EOHHS) for all products and
services provided; (2) primarily engage in
the business of providing assistive
technology equipment, assistive technolo
repair services, or medical supplies to the
public; (3) meet all applicable federal, stat
and local requirements, certifications, ang
registrations governing assistive technolo
business practice; and (4lemonstrate
compliance with state and national crimin
history background checks in accordance
with 101 CMR 15.00: Criminal Offender
Record Check and 115 CMR 12.00:
National Criminal Background Checks on
all employees or subcontractors where th
employee or subcontractor may have the
potential for unsupervised contact with a
waiver participant such aghere the
employee or subcontractor delivers or set
up equi pment in thd

Qualified
Contractors
authorized to sel
this equipment
or make
adaptations

Qualified contractors authorized to or that
purchase from entities that are authorized
sell this equipment or make adaptations &
that meet state requirements to sell, lease
maintain or modify equipment. Qualified
contractors providing assistive tediogy
and or assistive technology services for
persons with intellectual disabilities that aj
covered by Medicare or Medicaid, or
Qualified contractors qualified by
Medicare/Medicaid as a mulspecialty
clinic providing assistive technology
services. Thg must hold a valid tax payer
ID number. Payment for services is made)
only to providers who meet the following
requirements: (1) agree to accept
assignment of rates developed by the
Executive Office of Health and Human
Services (EOHHS) for all products and
services provided; (2) have a primary
business telephone number listed in the
name of the business; (3) engage in the
business of providing assistive technology
equipment, assistive technology repair
services, or medical supplies to the publig
(4) meet d applicable federal, state, and
local requirements, certifications, and
registrations governing assistive technolo
business practice; and (5) demonstrate
compliance with state and national crimin

State:
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history background checks in accordance
with 101 CMR 5.00: Criminal Offender
Record Check 115 CMR 12.00: National
Criminal Background Checks on all
employees or subcontractors where the
employee or subcontractor may have the
potential for unsupervised contact with a
waiver participant such as where the
employee or subcontractor delivers or sets
up equi pment in thd

Individual
Qualified AT
Evaluation,
Training, and
Device Provider

The Individual Qualified AT Evaluation,
Training, and Device Provider must hold
license inoccupational therapy or physica
therapy or speeelanguage pathology
issued in accordance with 259 CMR 2.00)
or 260 CMR 2.00, or a certified Assistive
Technology Professional (ATP) or a
certified Rehabilitation Engineering
Technologist (RET) and an actimember
of the Rehabilitation Engineering Society
of North America (RESNA).

Individual Qualified Contractors must me
or purchase from entities that meet state
requirements to sell, lease, maintain or
modify equipment. They must hold a valig
tax payer ID mmber. Payment for service;
is made only to providers who meet the
following requirements: (1) agree to acce
assignment of rates developed by the
Executive Office of Health and Human
Services (EOHHS)for all products and
services provided; (2) primarilyngage in
the business of evaluating the need for
providing Assistive Technology and
training on its use, assistive technology
repair services, or medical supplies to the
public; (3) meet all applicable federal,
state, and local requirements, certificatiof
and registrations governing assistive
technology business practice; (4)
demonstrate compliance with state and
national criminal history background
checks in accordance with 101 CMR
15.00: Criminal Offender Record Check
and 115 CMR 12.00: National Crimina
Background Checks on all employees or
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subcontractors where the employee or
subcontractor may have the potential for
unsupervised contact with a waiver
participant such as where the employee ¢
subcontractor delivers or sets up equipm
in the participah 6 s h o me .

Telehealth providers must comply with th
requirements of the Health Insurance
Portability and Accountability Act of 1996
(HIPAA), as amended by the Health
Information Technology for Economic an
Clinical Health (HITECH) Act, and their
applicabé regulations, as well applicable
state law, M.G.L. Ch. 66A and M.G.L. Ch
123B, Section 17, to protect the privacy
and security of th
health information.

DDS/ EOHHS relies o
independent legal obligation as covered
entities and contractual obligations to
comply with these requirements. There ig
not a single state HIPAA compliance
officer. This methodology is accepted by
DDS and EOHHS officials.

Non-profit, for-
profit provider,
state operated
AT Evaluation,
Training, and
Device Provider
Agencies

The evaluator/trainer or leader of the
evaluation/training team must be a
professional who holds a license in
occupational therapy or physical therapy
speecHanguage pathology issued in
accordancevith 259 CMR 2.00 or 260
CMR 2.00, or a certified Assistive
Technology Professional (ATP) or a
certified Rehabilitation Engineering
Technologist (RET) and an active membd
of the Rehabilitation Engineering Society
of North America (RESNA).

Qualified agencyroviders must meet stat
requirements to sell, lease, maintain or

modify equipment. They must hold a valig
tax payer ID number. Payment for servicd
is made only to providers who meet the

State:
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following requirements: (1) agree to acce
assignment of rates deloped by the
Executive Office of Health and Human
Services (EOHHS)for all products and
services provided; (2) have experience in
evaluating the need for, providing
Assistive Technology and training on its
use, assistive technology repair services,
medcal supplies to the public; (3) meet al
applicable federal, state, and local
requirements, certifications, and
registrations governing assistive
technology business practice; (4)
demonstrate compliance with state and
national criminal history background
checks in accordance with 101 CMR
15.00: Criminal Offender Record Check
and 115 CMR 12.00: National Criminal
Background Checks on all employees or
subcontractors where the employee or
subcontractor may have the potential for
unsupervised contact with a war
participant such as where the employee ¢
subcontractor delivers or sets up equipm
in the participant

Telehealth providers must comply with thg
requirements of the Health Insurance
Portability and Accountability Act of 1996
(HIPAA), as ameded by the Health
Information Technology for Economic ang
Clinical Health (HITECH) Act, and their
applicable regulations, as well applicable
state law, M.G.L. Ch. 66A and M.G.L. Ch
123B, Section 17, to protect the privacy
and security prétectedh ¢
health information.

DDS/ EOHHS relies o
independent legal obligation as covered
entities and contractual obligations to
comply with these requirements. There ig
not a single state HIPAA compliance
officer. This methodology is aepted by
DDS and EOHHS officials.

Verification of Provider Qualifications

State:
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Provider Type: Entity Responsible for Verification: Frequency of Verification
Individual Qualified | DDS Everytwo years.
Contractors

authorized to sell thig
equipment or make
adaptations

Qualified Contractord DDS Every two years.
authorized to sell thig
equipment or make
adaptations

Individual Qualified | DDS Every two years.
AT Evaluation,
Training, and Device
Provider

Non-profit, for-profit | DDS Every two years.
provider, state
operated AT
Evaluation, Training,
and Device Provider
Agencies

Service Specification
Service Type:® Statutory 3 Extended State Plan IOther

I Service Name:Behavioral Supports and Consultation

l Service is included in approved waiver. There is no change in service specifications.
3 Service is included in approved waiver. The service specifications have been modified.
3 Service is not included in appred waiver.

Service Definition (Scope)

Behavioral supports and consultative services are clinical and therapeutic services and that are necess
i mprove the participantds independence and mea
service is available to waiver paipiants and is designed to remediate identified challenging behaviors or
acquire socially appropriate behaviors. Behavioral supports and consultation are provided by professiorn
the fields of psychology, mental health, or special education. Thiesenay include a a) functional
assessment by a trained clinician, b) the development of a positive behavior support plan which include
teaching of new skills for increasing new adaptive replacement behaviors, decreasing challenging behal
the participantdés natural environments, c¢) inte
support plan and associated documentation and data analysis, and e) monitoring of the effectiveness ol
Monitoring of the plan will occuat least monthly or more frequently as needed. The service will include a
change to the positive behavior support plan when necessary and the professional(s) shall be available
provide recommendations to the ISP team and the Targeted Case Managkmgnriaking referral
recommendations to community physicians and other clinical professionals that support the assessmen
findings. In order to carry out supports to Waiver Participants, training, consultation and technical assist
paid and unpaidaregivers may be provided to enable them to understand and implement the positive
behavioral plan at home. This service does not provide direct services to either paid or unpaid caregive
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behavioral supports and consultation must be consistentivetBDS regulations. Access to this service is 0
permissible by prior authorization through the Area Office Psychologist or the Area Director. This servic
available in the waiver participant's home or in the community. This service is primarilgrddiim person;
telehealth may be used to supplement the scheduleckim s on ser vi ce based on
preferences, and goals as determined during the peestared planning process and reviewed by the Serv
Coordinator during each sdahded reassessment as outlined in AppendB& Behavioral Supports and
Consultation does not include any service covered by the Medicaid State Plan including individual, grou
family counseling or under private insurance including benefits undeCARF the waiver participantasa
co-occurring mental health diagnosis those services must be accessed through the Medicaid State Plan
Providers must first access behavioral supports and consultation through their own agency. This servicq
self-directed through the Fiscal Intermediary.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:;

Provider

Service Delivery ]
managed

Method (check each
that applies)

Participanidirected as specified in Appendix E l

Relative] s

Specify whether the service may i 3
provided by(check each that
applies):

Provider Specifications

Legally Responsible Persor] & Legal Guardian

Provider

Category(s)
(check one or

Individual. List types:

l Agency. List thaypes of agencies

Individual Qualified Behavioral Health

Non-profit, for-profit provider, state

Effective Date

both) Provider operated Behavioral Support agencies
Provider Qualifications
Provider License(specify) | Certificate(specify) Other Standar¢specify)
Type:
Individual Doctoral For mental 1500 hours of relevant training, including
Qualified degree in health course work in principles of development,
Behavioral psychology, professionals, learning theory, behavior analysis and positive
Heal'_[h education, such as family behavioal supports. Knowledge and experienc
Provider medicine or therapists and in a range of interventions for adults with
related rehabilitation intellectual disability. The relevant training ma
discipline, counselors, be part of an advanced degree program. Two
and any necessary years of relevant experience in assuming the
state certification lead role in designing and implentemg
licensure requirements behavioral supports and consultation. Criming
required for must be met Offender Record Information (CORI) and
the for those National Criminal Background Check:115
discipline. disciplines. CMR 12.00 (National Criminal Background
Checks) if working directly with the waiver
participant.
State: Appendix G1: 22
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Telehealth providers must eply with the
requirements of the Health Insurance Portabili
and Accountability Act of 1996 (HIPAA), as
amended by the Health Information Technolog
for Economic and Clinical Health (HITECH)
Act, and their applicable regulations, as well
applicable stattaw, M.G.L. Ch. 66A and M.G.L
Ch. 123B, Section 17, to protect the privacy af
security of the parti
information.

DDS/ EOHHS relies on t
independent legal obligation as covered entitig
and contractual obligations tmmply with these
requirements. There is not a single state HIPA
compliance officer. This methodology is
accepted by DDS and EOHHS officials.

Non-profit, If the agency For mental 1500 hours of relevant training, including
for-profit employs health course work in principles of development,
provider, individuals to professionals, learning theory, behavior analysis and
ztaéfate g provide such as family positive behavioral supports. Knowledge and
Bzhavioral behavioral therapists and experience in a range of interventions for
Support support and rehabilitation adults with intellectual disability. The
agencies consultation, counselors, relevant training may be part of an advanced
staff must meet necessary degree program.
all relevant certification
state and requirements
federal must be met Two years of relevant experience in assuming
licensure for those the lead role in designing and implementing
requirements in disciplines. behavioral supports and consultation.
their discipline.
(Ijjgg:gelasl, in Individuals with less thathe highest advance
psychology, degree for the discipline can offer the service
. under the supervision of a licensed individual
education, )
. per state requirements.
medicine, or
related
discipline, any All applicants and providers must conduct
related state Criminal Offender Record Information (CORI)
licensure checks and National CriminBlackground
(gl Check: 115 CMR 12.00 (National Criminal
discipline. Background Checks) on all employees
working directly with the waiver participant.
Telehealth providers must comply with the
requirements of the Health Insurance Portabili
and Accountability Act of 1996HIPAA), as
State: Appendix G1: 22
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amended by the Health Information Technolog
for Economic and Clinical Health (HITECH)
Act, and their applicable regulations, as well
applicable state law, M.G.L. Ch. 66A and M.G
Ch. 123B, Section 17, to protect the privacy af
securityoft he participant 6
information.

DDS/ EOHHS relies on t
independent legal obligation as covered entitig
and contractual obligations to comply with theg
requirements. There is not a single state HIPA
complianceofficer. This methodology is
accepted by DDS and EOHHS officials.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification
Individual DDS Every twoyears
Qualified
Behavioral Health
Provider
Non-profit, for- DDS Every two years

profit provider,
state operated
Behavioral
Support agencies

‘ Service Specification

Service Type:® Statutory o Extended State Plan I Other
Service:Chore

l Service is included in approved waiver. There is no change in service specifications.
8 Service is included in approved waiver. The service specifications have been modified.
3 Service is not included in approved waiver.

Service Definition(Scope)

Services needed to maintain the home in a clean, sanitary, and safe environment. This service includes
home repairs, general housekeeping and heavy household chores such as washing floors, windows, an
tacking down loose rugs and tiles, movimeavy furniture in order to provide safe egress and access. Theg
services are only provided when neither the participant nor anyone else in the household is capable of
performing or financially providing for them and where no other relative, caregivetolrd,
community/volunteer agency, or third party payer is responsible for their provision. In the case of rental
property, the responsibility of the landlord, pursuant to the lease agreement, is examined prior to any
authorization of the service. Sergits not available in a provider operated setting. Chore service must be
through a seiflirected budget through the Fiscal Intermediary.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

State: Appendix G1: 24
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Service Delivery Method | [} Participamdirected as specified in Appendix E A | Provider

(check each that applies) managed
Specify whether the service may by A | Legally B | relative A | LegalGuardian
provided by(check each that Responsible

applies): Person

Provider Specifications

Provider Category(s)] | | Individual. List types: B | Agency. List the types of agencies
(check one or both)

Individual Qualified Chore Provider Chore Providers
Provider Qualifications

Provider Type: License(specify) Certificate(specify) Other Standar¢specify)
Individual Qualified Taxpayer identification number
Chore Provider required, 18 years or older, must hay

a Criminal Offender Record
Information (CORI) and National
Criminal Background Check:115
CMR 12.00 (National Criminal
Background Checks), have two
personal or professional references,
Must maintain confidentiality and
privacy of participant information,
must be respectful and accept differg
values, nationalities, races, religions
cultures ad standards of living.

Chore Providers Taxpayer identification number
required, 18 years or older, must hay
a Criminal Offender Record
Information (CORI) and National
Criminal Background Check:115
CMR 12.00 (National Criminal
BackgroundChecks), have two
personal or professional references,
Must maintain confidentiality and
privacy of participant information,
must be respectful and accept differd
values, nationalities, races, religions
cultures and standards of living.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification

Individual Qualified Department of Developmental Services Every 2 years
Chore Provider

Chore Providers Department of Developmental Services Every 2 years

‘ Service Specification

State: Appendix G1: 2&
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Service Type:® Statutory 9 Extended State Plan IOther

Service: Community Based Day Supports

l Service is included in approved waiver. There is no change in service specifications.
3 Service is included in approved waiver. The service specifications have been modified.
3 Service is not included in approved waiver.

Service Definition(Scope)

This program of supports is designed to enable a participant to enrich his or her life and enjoy a full ran
(community) activities in a community setting by providing opportunities for developing, enhancing, and
maintaining competency in personal, soeiatl community activities. The service may include career
exploration, including assessment of interests through volunteer experiences or situational assessment
community experiences to support fuller participation in community life; development arftsofpactivities
of daily living and independent living skills, socialization experiences and enhancement of interpersonal
and pursuit of personal interests and hobbies. The service is intended for participants of working age w
be on a pathwato employment, a supplemental service for participants who are employ<uingasind need g
structured and supervised program of services during the time that they are not working, and for particig
who are of retirement age. Community based day@upprovides a structured and supervised program of
services and supports in a group setting which promotes socialization and peer interaction and develop

habilitative skills and achieve habilitative goals.

Specify applicable (if any) limits otihe amount, frequency, or duration of this service:

Service Delivery Method
(check each that applies)

A

Participantdirected as specified in Appendix E

Provider
managed

Specify whether the service may b
provided by(check each that
applies):

Provider Category(s)
(check one or both)

p>2

Legally
Responsiblg

Person

A | individual.

Provider Specifications
B | Agency. List the types ofgencies:

List types:

B | rRelative

p2

Legal Guardian

Non-profit or for profit Center Based Day
Support Providers and State Provider Agend

Provider Qualifications

Provider Type:

License(specify)

Certificate(specify)

Other Standaréspecify)

Non-profit or for
profit Center Based
Day Support
Providers and State
Provider Agencies

115 CMR 7.00
(Department of
Developmental
Services Standard
for all Services and
Supports) and 115
CMR 8.00
(Department of
Developmental
Services
Certification,
Licensing and
Enforcement
Regulations)

High Schwol diploma,
GED or relevant
equivalencies or
competencies.

Possess appropriate qualifications as
evidenced by interview(s), two persong
or professional references and a Crimil
Offender Record Information (CORI)
and National Criminal Background
Check:115 CMR 12.00 (National
Criminal Background Checks), be age
years or older, be knowledgeable abou
what to do in an emergency; be
knowledgeable about how to report ab
and neglect, have the ability to
communicate effectively in the languag
and communication style of the
participant, maintain confidentiality and
privacy of the participant, respect and

State:
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accept different values, nationalities,
races, religions, cultures and standard
living. Specific competencies needed t(
meet the support needs of the participg
based upon the unique and specialized
needs of th participant related to their
disability and other characteristics will
delineated in the Support Plan by the

Team.
Verification of Provider Qualifications
Provider Type: Entity Responsible for Verification: Frequency of Verification
Non-profit or for profit DDS Office of Quality Enhancement, Survq Every 2 years

Center Based Day and Certification Staff
Support Providers and
State Provider Agencies

‘ Service Specification
Service Type:® Statutory 3 Extended State Plan IOther

Service Name:Family Training

l Service is included in approved waiver. There is no change in service specifications.
3 Service is included in approved waiver. The service specifications have been modified.
5 Service is not included in approved waiver.

Service Definition (Scope)

Family Training is designed to provide training and instruction about the treatment regimes, behavior
plans, and the use of specialized equipment that supports the paitieipant to participate in the
community. Family Training may also include training in family leadership, support edcaticacy,

and independence for their family member. The service enhances the skill of the family to assist the
waiver participantd function in the community and at home when the waiver participant visits the

family home. Documentation in the participant's record demonstrates the benefit to the participant. For
the purposes of this service "family" is defined as the persons whaittver provide care to a waiver
participant and may include a parent or other relative. Family Training may be provided in small group
format or the Family Trainer may provide individual instruction to a specific family based on the needs
of the family tounderstand the specialized needs of their family member. The one to one family

training is instructional; it is not counseling. Family does not include individuals who are employed to
care for the participant. This service may be-detcted. This seige may be provided remotely via

tel ehealth based on the participantdés needs, p
centered planning process and reviewed by the Service Coordinator during each scheduled reassessm
as outlined in AppendiD-2-a. This service may be delivered remotely via telehealth 100% of the time.
The methods and minimum frequency with which participants will receivetfefaee contact to

ensure health and welfare are described in AppendbaD

Specifyapplicable (if any) limits on the amount, frequency, or duration of this service:

State: Appendix G1: 27
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Service Delivery [ ]
Method (check each
that applies)

Participanidirected as specified in Appendix E

B | Provider
managed

Specify whether the service may
provided by(check each that
applies):

3 Legally Responsible Persor] 8

Provider Specifications

Individual. List types:

Relative| 3 | Legal Guardian

l Agency. List the types afgencies:

Provider B
Category(s) -
(check one or :

both) Provider

Qualified Individual Family Training

Family Training Agencies

Provider Qualifications

Provider
Type:

License(specify)

Certificate(specify)

Other Standaréspecify)

Individuals
who meet all
relevant
state and
federal
licensure or
certification
requirements
for their
discipline.

Qualified
Individual
Family
Training
Provider

Relevant
competencies and
experiences in
Family Training.

Applicants must possess appropriate
qualifications to serve as staff @sidenced by
interviews, two personal or professional
references, a Criminal Offender Record
Information (CORI) and National Criminal
Background Check: 115 CMR 12.00 (National
Criminal Background Checks). The applicant
must have the ability to communicagectively
in the language and communication style of thd
family to whom they are providing training. The
applicant must have experience in providing
family leadership, selddvocacy, and skills in
training in independence.

Telehealth providers must cotgpvith the
requirements of the Health Insurance Portability
and Accountability Act of 1996 (HIPAA), as
amended by the Health Information Technology
for Economic and Clinical Health (HITECH) Act
and their applicable regulations, as well applica
state &w, M.G.L. Ch. 66A and M.G.L. Ch. 123B
Section 17, to protect the privacy and security d
the participantds pro

DDS/ EOHHS relies on t
legal obligation as covered entities and contrac
obligations to omply with these requirements.
There is not a single state HIPAA compliance
officer. This methodology is accepted by DDS
and EOHHS officials.

Family
Training
Agencies

Agency needs
to employ
individuals

If the agency is
providing
activities

Must possess appropriate qualifications to
serve as staff as evidenced by interviews, two
personal or professional references, a

State:
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who meet all
relevant state
and federal
licensure of
certification
requirements in
their discipline.

where
certification is
necessary, the
applicant will
have the
necessary
certifications.
For mental
health
professionals
such as Family
Therapists,
Rehabiliition
Counselors,
Social
Workers,
necessary
certification
requirements
for those
disciplines
must be met.

Criminal Offender Record Information
(CORI) and National Criminal Background
Check: 115 CMR 12.00 (National Criminal
BackgroundChecks).

Agency needs to employ individuals who must
be able to effectively communicate in the
language and communication style of the
participant or family for whom they are
providing the training. They must have
experience in promoting independence end
family leadership.

Telehealth providers must comply with the
requirements of the Health Insurance Portability
and Accountability Act of 1996 (HIPAA), as
amended by the Health Information Technology
for Economic and Clinical Health (HITECH) Act
and their applicable regulations, as well applical
state law, M.G.L. Ch. 66A and M.G.L. Ch. 123H
Section 17, to protect the privacy and security d
the participantds pro

DDS/ EOHHS relies on t
legal obligatim as covered entities and contract
obligations to comply with these requirements.
There is not a single state HIPAA compliance
officer. This methodology is accepted by DDS
and EOHHS officials.

Verification of Provider Qualifications

ProviderType:

Entity Responsible for Verification:.

Frequency of Verification

Qualified
Individual
Family Training
Provider

DDS

Every two years

Family Training
Agencies

DDS

Every two years

Service Specification
Service Type:® Statutory 9 Extended State Plan IOther

Service Name:Home Modifications and Adaptations

l Service is included in approved waiver. There is no change in service specifications.

State:

Effective Date
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3 Service is included in approved waiver. The service specifications have been modified.

3 Service is not included in approved waiver.

Service Definition (Scope)

Those physical adaptations to the private residence of the partigipanq, ui r ed by t he pa
service plan, that are necessary to ensure the health, welfare, and safety of the participant, or that enalj
the participant to function with greater independence in the home. Service includes the assessment ang
evaluation ohome safety modificationsThe assessment and evaluation component of the home and
adaptations service may be provided remotely via telehealth basedmoféssional judgement of the
evaluator and theeedspreferencesand goals of the participans determined during the person
centered planning process and reviewed by the Service Coordingitoy each scheduled
reassessmeamss outlined in Appendix2-a.Adapt ati ons can only be pr oV
primary residence. Such adaptationdiide but are not limited to:

Alnstallation of ramps and graiars
Awidening of doorways/hallways
AModifications of bathroom facilities
ALifts: porch or stair lifts

Alnstallation of specialized electric and plumbing systems which are necessary to accommauaetictie
equipment and supplies, and which are necessary for the welfare of the participant
Alnstallation of specialized flooring to improve mobility and saittat

ASpecialized accessibility/safety adaptations/additions

AAutomatic door openers/door bells

Avoice activated, light activated, motion activated and electronic devices
ADoor and window alarm and lock systems

AAIr filtering devices and cooling adaptations atevices

ASpecialized noibreakable windows

All services shall be provided in accordance with State or Local Building codes.

Excluded are those adaptations or improvements to the home that are of general utility, and which are
not of direct medical aremedial benefit to the participant, such as carpeting, roof repair, central air
conditioning. Adaptations that add to the total square footage of the home are excluded from this
benefit except when necessary to complete an adaptation. General hougskirdcare not included in

this service.

Any use of Waiver funds for home adaptation requests must be submitted and approved in advance
following the process outlined below.

The Service Coordinator will explore with the participant and family when relew@igation of
appropriate modifications that are portable to accommodate changes in residence, size of the
participant, and changes in equipment and needs. In addition, all proposals for home adaptations
shall plan for the reuse of portable accommodation

a) Waiver funding shall only be used for renovations that will allow the participant to remain in
his/her home (primary residence), and must specifically relate to the functional limitation(s) caused by
the participant 6s d ipatiaipantd who wsit horhet periodically buttwhoca v ai | a
otherwise reside elsewhere.

b) The following steps to request approval for funding must be followed.

A The Service Coordinator must receive for his/her review and recommendation the following

State: Appendix G1: 3C
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information: a proposal detailing the request for funding, and the completed Vehicle/Home
Adaptations Funding Request For mhatclearlgdefnasr t i ci p
and explains the need for a home adaptation beattached to this information.

A If the DDS Service Coordinator recommends the proposal for funding, the request is then
forwarded to thé\reaand then the Regional Director for reviewdanlecommendation of funding.

A If a home adaptation request is approved, the participant/family must submit, at a

minimum, 3 bids thatontaincosts and a work agreement, to the Department.

C) All payments for Home Adaptations must be made through the Fiscedéaent

Service and purchased through a-siéécted budget. This service must be an identified need and
documented in the service plarheHome Adaptations must be purchased through adietfcted

budget through the Fiscal Intermediary.

Funding for hme Adaptations is not available for use in any state operated or provider residence, or in
home of a home sharing care provider. No permanent adaptations to the structure will be made to props
rented or leased by the participant, guardian or legaksentative.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:
Not to exceed $15,000 in a fiyear period. Only available to participants who live in the family home or if
home of their own.

Service Delivery Method l Participamidirected as specified in Appendix E 3 | Provider
(check each that applies) managed
Specify whether the service may be 3 Legally l Relative| 8 | LegalGuardian
provided by(check each that applies): Responsible
Person
Provider Specifications
Provider Category(s l | Individual. List types: l | Agency. List the types of agencies:
(check one or both) Individual Qualified Home Home Modification Agencies/Assistive
Adaptation provider Technology Centers
Provider Qualifications
Provider Type: Licensdspecify) Certificate(specify) Other Standardspecify)
Individual Contractors for Individual providers must produce a
Qualified Home home Criminal Offender Record Information
Adaptation adaptations must (CORI) check and National Criminal
provider be licensed to do Background Check: 115 CMR 12.00
business in the (National Criminal Background
Commonwealth Checks), if working directly with the
and meet waiver participant.
applicable
qualifications Telehealth providers must comply with
and be insured. the requirements of the Health Insuran
Portability and Accountability Act of
1996 (HIPAA), as amended by the
Health Information Technology for
Economic and Clinical Health
(HITECH) Act, and theiapplicable
regulations, as well applicable state lay
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M.G.L. Ch. 66A and M.G.L. Ch. 123B,
Section 17, to protect the privacy and
security of the p
health information.

DDS/ EOHHS relies
independent legal obligatiors @overed
entities and contractual obligations to
comply with these requirements. There
not a single state HIPAA compliance
officer. This methodology is accepted
by DDS and EOHHS officials.

Home Contractors for

Modification home

Agencies/Assistivel modifications must

Technology be licensed to do

Centers . .
business in the
Commonwealth
and meet
applicable
gualifications and
be insured.

Providers shall ensure that individual
workers employed by the agency havd
been CORI checked and National
Criminal Background Check: 115 CMR
12.00 (National Criminal Background
Checks) and are able to perform
assigned duties and responsibilities, if
working directly with the waiver
participant.

Telehealth providers must comply with
the requirements of the Health Insuca
Portability and Accountability Act of
1996 (HIPAA), as amended by the
Health Information Technology for
Economic and Clinical Health
(HITECH) Act, and their applicable
regulations, as well applicable state lay
M.G.L. Ch. 66A and M.G.L. Ch. 123B,
Secton 17, to protect the privacy and
security of the p
health information.

DDS/ EOHHS relies
independent legal obligation as covere
entities and contractual obligations to
comply with these requirements. There
not asingle state HIPAA compliance
officer. This methodology is accepted
by DDS and EOHHS officials.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification
Individual Qualified DDS Every two years
HomeAdaptation
provider

State: Appendix G1: 32
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Home Modification DDS Every two years
Agencies/Assistive
Technology Centers

‘ Service Specification

Service Type:® Statutory & Extended State Plan IOther
Service: Individual Goods and Services

l Service is included in approved waiver. There is no change in service specifications.
3 Service is included in approved waiver. The service specifications have been modified.
3 Service is not included in approved waiver.

Service Definition (Scope)

Individual Goods and Services are services, equipment or supplies that will pdoeicicbenefit and support
specific outcomes that are identified in the W
are not provided through either other waiver services or the Medicaid State Plan. The Individual Goods
Servicepromote community involvement and engagement, or provide resources to expand opportunitig
selfadvocacy, or decrease the need for other Medicaid services, or reduce the reliance on paid support
directly related to the health and safety ofwever participant in his/her home or community. Individual
Goods and Services are used when the waiver participant does not have the funds to purchase the iten
from any other source.

Examples of allowable Individual Goods and Services include

Enroll ment fees, dues, member ship costs associ
habilitation, training, preventative veterinary care and maintenance of service dogs, supplies and mater
promote skill development and incredsedependence for the participant with a disability in accessing and
using community resources. The Individual Goods and Services must be purchased throudjneatsel f
budget. This service must be mpproved by the Team and subject to DDS rulesnamst be an identified ne€
and documented in the service plan. Experimental and prohibited treatments are excluded. The Individu
and Services may not be provided at the same time as respite, or any employment or day activity progr
Individual Goals and Services excludes all services and supplies provided under specialized medical ed
and supplies or assistive technology. This service must bdisstted paid through the Fiscal Intermediary.

Specify applicable (if any) limits on trenmount, frequency, or duration of this service:
This service is limited to $3,000 per waiver year.

Service Delivery Method B | Participantdirected as specified in Appendix E| A | Provider

(check each that applies) managed
Specify whether the service may bl A | Legally A | Relative A | Legal Guardian
provided by(check each that Responsiblg

applies): Person

Provider Specifications
Provider Category(s)| W Individual. List types: B | Agency. List the types afgencies:

(check one or both) Individual Qualified Community Vendor agency meeting industry standards i

Vendor the community according to the goods, servi
and supports needed

Provider Qualifications

State: Appendix G1: 32
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Provider Type: License(specify) | Certificate(specify) Other Standar@specify)
Vendor agency Services, supports, or goods can be
meeting industry purchased from typical vendors in
standard_s in the the community. Vendors must meet
community industry standrds in the community.

according to the
goods, services and
supports needed

Individual Qualified Services, supports, or goods can be
Community Vendor purchased from typical vendors in
the community. Vendors must meet
industry standards in the community.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification

Vendor agency meeting | Department of Developmental Services Every 2 years
industry standards in the
community according to

the goods, services and

supports needed

Individual Qualified Department of Developmental Services Every 2 years

Community Vendor

‘ Service Specification
Service Type:l Statutory 3 Extended State Plan 9 Other

Service Name: Individual Supported Employment

l Service is included in approved waiver. There is no change in service specifications.
8 Service is included in approved waiver. The sergjgecifications have been modified.
5 Service is not included in approved waiver.

Service Definition (Scope)

Individual supported employment services consist of ongoing supports that enable a participant, for
whom competitive employment at or above the minimum wage is unlikely absent the provision of
supports, and who, because of his/her disabilities, need supgarform in a regular work setting.
Individual supported employment may include assisting the participants to locate a job or develop a job
on behalf of the participant. Individual supported employment is conducted in a variety of settings,
particulary typical work sites where persons without disabilities are employed. Emphasis is on work in
an environment with the opportunity for participants to have contact wittockers, customers,

supervisors and others without disabilities. In individual sugdoemployment the participant has a

job based on his/her identified needs and interests, located in a community business. It may also includ
selfemployment or a small business, or a homebase@msgifoyment, or temporary services which

may assist a pacipant in securing an individual position within a business. Individual supported
employment may include jetelated discovery or assessment, peisamtered employment planning,

State: Appendix G1: 34
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job placement, job development, negotiation with prospective employe@aysis, training and
systematic instruction, job coaching in the form or regular or periodic assistance; training and support
are provided for the purpose of developing, maintaining and/or improving job skills and fostering career
advancement opporturet. Job coaching at the job site is not designed to provide continugasngn
support; it is expected that as the participant develops more skill and independence the level of support
will decrease and fade over time as the natural supports in the {&oekare established. Some on

going intermittent job related support may be provided to assist the waiver participant to successfully
maintain his/her employment situation. Natural supports are developed by the provider to help increase
participation andridependence of the participant within the community setting. Participants are paid by
the employer. It may include transportation if not available through another source. Transportation
assistance between the part.i anensinidircladegin tbeaate o f
paid to providers of individual supported employment services. Ongoing transportation for an
participant is excluded from the rate. Thtited transportation for components of discovery, career
exploration, job developnmt is provided. Once the participant is hired, transportation ceases.

Individual supported employment may be s#itected and paid through the Fiscal Intermediary.

Federal financial participation is not claimed for incentive payments, subsidiesaetated vocational
training expenses such as the following:

1. Incentive payments made to an employer to encourage or subsidize the employer's participation in a
supported employment program;

2. Payments that are passed through to users of supportemyamapt programs; or
3. Payments for training that is not directly related to a participant's supported employment program.

When supported employment services are provided at work sites where persons without disabilities are
employed, payment is made onty the adaptations; supervision and training required for participants
receiving the waiver service as a result of their disabilities but does not include payment for supervisory|
activities rendered as a normal part of the business setting. Documergtatiaimiained in the file of

each participant receiving this service that the service is not available under a program funded under
Section 110 of the Rehabilitation Act of 1973 or the Individuals with Disabilities Education Act (20
U.S.C. 1401 et seq.) Inddual supported employment excludes participants working in mobile crews or
in small groups. It excludes volunteer work.

This service may be provided remotely via tele
goals as determined duringet persorcentered planning process and reviewed by the Service
Coordinator during each scheduled reassessment as outlined in AppehdixThis service may be
delivered remotely via telehealth 100% of the time. The methods and minimum frequency with wh
participants will receive fae®-face contact to ensure health and welfare are described in Appendix D
2-a.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery l Participantdirected as specified in Appendix E l Provider
Method (check each managed
that applies)

State: Appendix G1: 3
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Provider
Category(s)
(check one or

Specify whether the service may b
provided by(check each that
applies):

Provider Specifications

Person

Individual. List types:

Legally Responsible

B | Relative| 5 | LegalGuardian

l Agency. List the types of agencies

Individual Qualified Supported

Work/Day Non Profit, For Profit and State

Effective Date

both) Employment Provider ProviderAgencies
Provider Qualifications
Provider Type] License(specify) Certificate Other Standar¢specify)
(specify)
Work/Day 115 CMR 7.00 High School Possess appropriate qualificationseglenced by
Non Profit, (Department diploma, GED or| interview(s), two personal or professional
For Profit and | of relevant references and a Massachusetts Criminal Offen
State Provider| pevelopmental equivalencies or | pacord Information (CORI) and National Criming
Agencies Services competencies. Background check:115 CMR 12.00 (National
Standards for Criminal Background Checks), be age 18 years
all Services older, be knowedgeable about what to do in an
and Supports) emergency; be knowledgeable about how to rep
and 115 CMR abuse and neglect, have the ability to communid
8.00 effectively in the language and communication
(Department style of the participant, maintain confidentiality
of and privacy of the particgnt, respect and accept
Developmental different values, nationalities, races, religions,
Services cultures and standards of living. Specific
Certification, competencies needed to meet the support need
Licensing and the participant based upon the unique and
Enforcement specialized needs of the participant relatethér
Regulations) disability and other characteristics will be
delineated in the Support Plan by the Team.
Telehealth providers must comply with the
requirements of the Health Insurance Portability
and Accountability Act of 1996 (HIPAA), as
amended by the Health lrimation Technology
for Economic and Clinical Health (HITECH) Act,
and their applicable regulations, as well applical
state law, M.G.L. Ch. 66A and M.G.L. Ch. 123B
Section 17, to protect the privacy and security o}
the partici pantodmtiopr ot
DDS/ EOHHS relies on t
legal obligation as covered entities and contract
obligations to comply with these requirements.
State: Appendix G1: 3€
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There is not a single state HIPAA compliance
officer. This methodology is accepted by DDS
and EOHHS officials.

Individual
Qualified
Supported
Employment
Provider

High School
Diploma, GED,
or relevant
equivalencies or
competencies.

All individual providers must: Possess approprial
qualifications as evidence by interview(s), two
personal oprofessional references and a Crimin
Offender Record Information (CORI) and Nation
Criminal Background Check:115 CMR 12.00
(National Criminal Background Checks), be age
18 years or older, be knowledgeable about what
do in an emergency; be knowledb&aabout how
to report abuse and neglect, have the ability to
communicate effectively in the language and
communication style of the participant, maintain
confidentiality and privacy of the participant,
respect and accept different values, nationalities
races, religions, cultures and standards of living
Specific competencies needed to meet the supp
needs of the participant based upon the unique
specialized needs of the participant related to th
disability and other characteristics will be
delineated in the Support Plan by the Team.

RSM providers must comply with the requiremer
of the Health Insurance Portability and
Accountability Act of 1996 (HIPAA), as amendeg
by the Health Information Technology for
Economic and Clinical HealtfHITECH) Act, and
their applicable regulations, as well applicable st
law, M.G.L. Ch. 66A and M.G.L. Ch. 123B,
Section 17, to protect the privacy and security ofj
the participantds prot

DDS/ EOHHS r el i es o ndent f
legal obligation as covered entities and contracty
obligations to comply with these requirements.
There is not a single state HIPAA compliance

officer. This methodology is accepted by DDS &
EOHHS officials.

Verification of Provider Qualificatio ns

Provider Type:

Entity Responsible for Verification:

Frequency of Verification

Work/Day Non
Profit, For Profit
and State Provide

DDS Office of Quality Enhancement, | Every two years
Survey and Certification staff.

State:

Effective Date
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Agencies

Individual Department of Developmental Service§ Every two years
Qualified
Supported
Employment
Provider

‘ Service Specification
Service Type:® Statutory 3 Extended State Plan IOther

Service Name: Individualized Day Supports

l Service is included in approved waiver. There is no change in service specifications.
3 Service is included in approved waiver. The service specifications have been modified.
5 Service is not included in approved waiver.

Service Definition (Scope)

Services and supports provided to participants tailored to their specific personal goals and outcomes
related to the acquisition, improvement, and/or retention of skiliisabilities to prepare and support a
participant for work and/or community participation and/or meaningful retirement activities, and could
not do so without this direct suppofhis service can only be participaditected. A qualified family

member orelative, independent contractor or service agency may provide services. This service
originates from the home of the participant and is generally delivered in the community. This service is
primarily delivered in person; telehealth may be used to sopgulethe scheduled-iperson service
based on the participantés needs, proerfteeedences,
planning process and reviewed by the Service Coordinator during each scheduled reassessment as
outlined in Appendix B2-a.

Examples

91 Develop and implement an individualized plan for day services and supports;

9 Assist in developing and maintaining friendships of choice and skills to use in daily
interactions;

Provide support to explore job interests or retirenogibns;

Provide opportunities to participate in community activities, including support to attend and
participate in postsecondary or adult education classes;

9 Provide support to complete work or business activities including supports for participants wh
own their own business;

9 Training and support to increase or maintain-kelp, socialization, and adaptive skills to
participate in own community;

91 Develop, maintain or enhance independent functioning skills in the areas of sertory
cognition, persnal grooming, hygiene, toileting, etc.

This service is not provided in or from a faciligsed day program. This service is not provided from a
provider operated or stateperated group residence. This service may not be provided at the same time

State: Appendix G1: 3¢
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as Graup or Individual Supported Employment, Community Based Day Supports, Individualized Goods
and Services Supports or when other services that include care and supervision are provided. This
service is only available to waiver participants who-dettct hisher own supports and must bejre
approved by the Team, subject to DDS rules stated above, and must be an identified need and
documented in the service plan. The Individualized Day Supports must be purchased throudgh a self
directed budget through eitheetkiscal Intermediary or the Agency with Choice.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery

Method (check each

that applies)

Participartdirected as specified in Appendix E 3

Provider
managed

Specify whether the service may §

provided by(check each that

applies):

Legally Responsible Persg

B | Relative| 5 | Legal Guardian

Provider
Category(s)
(check one or
both}

Provider Specifications

Individual. List types:

Agency. List the types of agencies

Individual Qualified Day Support and
Services Provider

Work/Day Support Provider Agency

Provider Qualifications

Provider
Type:

License(specify)

Certificate

(specify)

Other Standar@specify)

Individual
Quialified Day
Support and
Services
Provider

High School
Diploma, GED,
or relevant
equivalencies or
competencies.

All individual providers must: Possess appropriat
gualifications as evidence by interview(s), two
personal or professionegferences and a Criminal
Offender Record Information (CORI) and Nation{
Criminal Background Check:115 CMR 12.00
(National Criminal Background Checks), be age
18 years or older, be knowledgeable about what
do in an emergency; be knowledgeable about hg
to report abuse and neglect, have the ability to
communicate effectively in the language and
communication style of the participant, maintain
confidentiality and privacy of the participant,
respect and accept different values, nationalities
races, religins, cultures and standards of living.

Specific competencies needed to meet the supp
needs of the participant based upon the unique 4
specialized needs of the participant related to thg
disability and other characteristics will be
delineated in th&upport Plan by the Team.

Telehealth providers must comply with the
requirements of the Health Insurance Portability

State:

Effective Date
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Accountability Act of 1996 (HIPAA), as amended
by the Health Information Technology for
Economic and Clinical Health (HITECH) Act, and
their applicable regulations, as well applicable st
law, M.G.L. Ch. 66A and M.G.L. Ch. 123B, Secti(
17, to protect the privacy and security of the
participantodés protecte

DDS/ EOHHS relies on th
legal obligdion as covered entities and contractug
obligations to comply with these requirements.
There is not a single state HIPAA compliance
officer. This methodology is accepted by DDS af
EOHHS officials.

Work/Day
Support
Provider
Agency

115 CMR 7.00
(Department
of
Developmental
Services
Standards for
all Services
and Supports)
and 115 CMR
8.00
(Department
of
Developmental
Services
Certification,
Licensing and
Enforcement
Regulations)

High School
Diploma,GED,
or relevant
equivalencies or
competencies.

Possess appropriate qualifications as evidenced
interview(s), two personal or professional
references and a Criminal Offender Record
Information (CORI) and National Criminal
Background Check:115 CMR 12.(National
Criminal Background Checks), be age 18 years
older, be knowledgeable about what to do in an
emergency; be knowledgeable about how to rep
abuse and neglect, have the abiiitgommunicate
effectively in the language and communication
style of the participant, maintain confidentiality af
privacy of the participant, respect and accept
different values, nationalities, races, religions,
cultures and standards of living. Specific
competencies needed to meet the support needs
the participanbased upon the unique and
specialized needs of the participant related to thg
disability and other characteristics will be
delineated in the Support Plan by the Team.

Telehealth providers must comply with the
requirements of the Health Insurance Palitgtand
Accountability Act of 1996 (HIPAA), as amended
by the Health Information Technology for
Economic and Clinical Health (HITECH) Act, and
their applicable regulations, as well applicable st
law, M.G.L. Ch. 66A and M.G.L. Ch. 123B, Secti(
17, toprotect the privacy and security of the
participantés protecte

DDS/ EOHHS relies on th
legal obligation as covered entities and contractu
obligations to comply with these requirements.
There is not a singleate HIPAA compliance

State:

Effective Date
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officer. This methodology is accepted by DDS atj
EOHHS officials.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification

Individual DDS Every two years

Qualified Day

Support and

Services Provider

Work/Day DDS Office of Quality Enhancement, Every two years

Support Provider | Survey and Certification staff.

Agency

‘ Service Specification

Service Type:® Statutory 9o Extended State Plan IOther
Service: Specialized Medical Equipment and Supplies

l Service is included in approved waiver. There is no change in service specifications.
8 Service is included in approved waiver. The service specifications have been modified.
3 Service is not included in approved waiver.

Service Definition(Scope)
Specialized medical equipment and supplies include: (a) devices, controls, or appliances, specified in th
care, that enable participants to increase their ability to perform activities of daily living; (b) devices, con
or appliances that ehke the participant to perceive, control, or communicate with the environment in whig
they live;

(c) items necessary for life support or to address physical conditions along with ancillary supplies and
equipment necessary to the proper functioning of #eahs; (d) such other durable and raurable medical
equipment not available under the State plan that is necessary to address participant functional limitatig
(e) necessary medical supplies not available under the State plan. Items reimbilrseziwer funds are in
addition to any medical equipment and supplies furnished under the State plan and exclude those itemg
not of direct medical or remedial benefit to the participant. Accessing the state plan benefits must occur
accessig this service. All items shall meet applicable standards of manufacture, design and installation.
medical support devices or equipment must have proven evideased support and conform with acceptal
medical practice; no experimental or alternattlevises or equipment are permitted to be purchased. Any
devices used in the provision of the service must be FDA approved. Specialized Medical Equipment an
Supplies must be authorized by the Service Coordinator as part of the Individual Service ¢das. pro
Specialized medical equipment and supplies must be purchased througtiesedti budget through the
Fiscal Intermediary.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:
This service is limited t$3,500 per waiver year.

Service Delivery Method B | Participantdirected as specified in Appendix E | A | Provider
(check each that applies) managed
State: Appendix G1: 41
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Specify whether the service may bl A | Legally B | Relative A | Legal Guardian
provided by(check each that Responsiblg
applies): Person

Provider Specifications

Provider Category(s)| A Individual. List types: B | Agency. List the types of agencies:

(check one or both) Specalized Medical Equipment Providers
Pharmacies

Provider Qualifications

Provider Type: License(specify) | Certificate(specify) Other Standar@specify)

Specialized Medical Any notfor-profit or proprietary

Equipment Providers organization that responds satisfactoril

to the Waiver provider enrollment
process and agich, has successfully
demonstrated, at a minimum, the
following

- Providers shall ensure that
individual workers employed by the
agency have been CORI checked and
National Criminal Background
Check:115 CMR 12.00 (National
Criminal Background Checks) ancka
able to perform assigned duties and
responsibilities.

- Providers of specialized medic3
equipment and supplies must ensure tH
all devices and supplies have been
examined and/or tested by Underwriter
Laboratory (or other appropriate
organization), ath comply with FCC
regulations, as appropriate.

Pharmacies Any notfor-profit or proprietary
organization that responds satisfactoril
to the Waiver provider enroliment
process and as such, has successfully
demonstrated, at a minimum, the
following

- Providers shall ensure that
individual workers employed by the
agency have been CORI checked, and
National Criminal Background
Check:115 CMR 12.00 (National
Criminal Background Checks) and are
able to perform assigned duties and
responsibilities.

- Providers of specialized medic3
equipment and supplies must ensure t
all devices and supplies have been 1

State: Appendix G1: 42
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examined and/or tested by Underwriten
Laboratory (or other appropriate
organization), and comply with FCC
regulations, as appropriate.

Verifi cation of Provider Qualifications

Provider Type: Entity Responsible for Verification: Freguency of Verification

Specialized Medical Department of Developmental Services Every 2 years
Equipment Providers

Pharmacies Department oDevelopmental Services Every 2 years

‘ Service Specification

Service Type:® Statutory & Extended State Plan IOther
Service:Peer Support

l Service is included in approved waiver. There is no change in service specifications.
3 Service is included in approved waiver. The service specifications have been modified.
3 Service is not included in approved waiver.

Service Definition(Scope)

Peer support is designed to provide training, instruction and mentoring to participants akedMcedty,
participant direction, civic participation, leadership, benefits, and participation in the community. Peer sy
designedtopromotend assi st the wai ver par-advocacypttaough@ither a
peer mentor or through an individual/agency peer support facilitator. Peer support may be provided in 1
groups 0r2) peer support may involve one individugho is either a peer or an individual peer support
facilitator providing support to a waiver participant. The one to one peer support is instructional; it is not
counseling. The service enhances the skills of the participant to function in the comemaiiityfamily home.
Documentation in the participantés record demo
provided in small groups or as a eteone support for the participant. Peer support is available to particip3
who reside ir24 licensed settings, in the family home, a home of their own or receive less than 24 hours
support per day. This service may be-saiffected.This service may be provided remotely via telehealth ba
on the participant 0 sasdeterndireed dunng teef persmmtaredelanninggprocess g|
and reviewed by the Service Coordinator during each scheduled reassessment as outlined in Aghandix
This service may be delivered remotely via telehealth 100% of the time. The methodsiamdmfrequency
with which participants will receive fage-face contact to ensure health and welfare are described in App
D-2-a.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method B | Participanidirected as specified in Appendix E | [} | Provider
(check each that applies) managed

Specify whether the service may bl A | Legally A | Relative A | LegalGuardian
provided by(check each that Responsibld
applies): Person

Provider Specifications
Provider Category(s)| W Individual. List types: B | Agency. List the types of agencies:

(check one or both)

Individual Peer Support Trainers | Peer Support Agencies

State: Appendix G1: 42
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Provider Qualifications

Provider Type:

License(specify) | Certificate(specify)

Other Standar¢specify)

Individual Peer
Support Trainers

Relevant
competencies and
experiaces in Peer
Support.

Individuals who
meet all relevant
state and federal
licensure or
certification
requirements for
their discipline if
needed.

Applicants must possess appropriate
gualifications to serve as staff as
evidenced by interview(s), two persondg
and or professional references, Criming
Offender Record Information (CORI)
and National Criminal Background
Check:115 CMRL2.00 (National
Criminal Background Checks). The
applicant must have the ability to
communicate effectively in the languag
and communication style of the family {
whom they are providing training. The
applicant must have experience in
providing family kadership, self
advocacy and skills training and
independence.

Minimum of 18 years of age;

Be knowledgeable about what to do in
emergency,

Be knowledgeable about how to report
abuse and neglect;

Must maintain confidentiality and
privacy ofparticipant information;

Must be respectful and accept different
values, nationalities, races, religions,
cultures and standards of living;

Specific competencies needed to meet
the support needs of the participant ba;
upon the unique and specializecds of
the participant related to their disability
and other characteristics will be
delineated in the Support Plan by the
Team.

Telehealth providers must comply with
the requirements of the Health
Insurance Portability and
Accountability Act of 1996 (HIRA),

as amended by the Health Information

State:

Effective Date
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Technology for Economic and Clinical
Health (HITECH) Act, and their
applicable regulations, as well
applicable state law, M.G.L. Ch. 66A
and M.G.L. Ch. 123B, Section 17, to
protect the privacy and security of the

participantds prot
information.
DDS/ EOHHS reli es

independent legal obligation as covere
entities and contractual obligations to
comply with these requirements. Therg
not a single state HIPAA compliance
officer. This methdology is accepted b
DDS and EOHHS officials.

Peer Support If Agency is If the agency is Possess appropriate qualifications to
Agencies providing activities| providing activities | serve as staff as evidenced by
where licensure is| where certification is | interview(s), two personal and or
necessary, necessary, the professional references, a Criminal
individuals need tg| applicant will have Offender Record Information (CORI)
meet all relevant | the necessary and National Criminal Baground
state and federal | certifications. Check: 115 CMR 12.00 (National
licensure or Criminal Background Checks).
?:(;ﬂfilr(;?zggts in For mental health -
their discipline profe_ssmnals s_,uch ad Agency needs to employ individuals wh
: Family Therapists, are selfadvocates and supporters must
Rehabilitation able to communicate effectively in the
Counselors, Social | language and communication style of t
Workers, necessary | participant or family for wiom they are
certification providing training. Specific
requirements must bg competencies needed to meet the supj
met for those needs of the participant based upon th
disciplines. unique and specialized needs of the
participant related to their disability and
other characteristics will be delineated
the SupparPlan by the Team The
applicant must have experience in
providing peer support, sedidvocacy,
skills and training in independence.
Telehealth providers must comply with
the requirements of the Health Insuran
Portability and Accountability Act of
1996 (HIPAA), as amended by the
Health Information Technology for
Economic and Clinical Health (HITECH
Act, and their applicable regulatis, as
State: Appendix G1: 4%
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well applicable state law, M.G.L. Ch.

66A and M.G.L. Ch. 123B, Section 17,
to protect the privacy and security of th
participantoés pr ol
information.

DDS/ EOHHS relies
independent legal obligation as covere
entities and contractual obligations to
comply with these requirements. Therg
not a single state HIPAA compliance
officer. This methodology is accepted
DDS and EOHHS officials.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification

Individual Peer Support | Department of Developmental Services Every 2 years
Trainers

Peer Support Agencies | Department of Developmental Services Every 2 years

Service Specification

Service Type:5 Statutory 9 Extended State Plan IOther
Service: Stabilization

l Service is included in approved waiver. There is no change in service specifications.
3 Service is included in approved waiver. The service specifications have been modified.
8 Service is not included in approved waiver.

Service Definition(Scope)
This service is designed to provide stabilization and support for waiver participants who due to either be
or environmental circumstances cannot remain in their current residence or family home. The service is
provided in either a licensed respite facility or in the home of an individual family provider to waiver

participants who are unable to care for themselves. The home of an individual family provider is overseg
gualified stabilization agency. Thepgart i pant 6 s need for stabilizati
in the Individual Plan of Care. The service includes aight supervision and support. Stabilization services
may be available to participants who receive other waiver servick® @ame day, such as community base
day supports, group or individual supported employment or individualized day supports or day habilitati
supplement. Stabilization services cannot be provided when other services that provide care and super
being provided. The length of stay is based on the assessed needs of the waiver participant and is regy
reviewed by the Regional Management Team. This service cannot-oireeiéd.

Specify applicable (if any) limits on the amount, frequency uvation of this service:

Stabilization may be provided up to 90 days per year and is reflected in the Individual Service Plan bas¢
assessed need.

Service Delivery Method A | Participanidirected as specified ikppendix E B | Provider
(check each that applies) managed
Specify whether the service may bl A | Legally B | Relative A | Legal Guardian
provided by(check each that Responsibldg
applies): Person

State: Appendix G1: 4€

Effective Date




Appendix C: Participant Services
HCBS Waiver Application Version 3.6

p>2i

Provider Category(s)

Individual. List types:

Provider Specifications

Agency. List the types of agencies:

(check one or both)

Nonprofit or forprofit residential, individual
support stabilization agencies, qualified
stabilization agencies licensed as respite

agencies, qualified
stabilization agencie
licensed as respite
providers

CMR 8.00
(Department of
Developmental
Services
Certification,
Licensing and
Enforcement
Regulations)

for all Services and
Supports) and 115

providers
Provider Qualifications
Provider Type: License(specify) | Certificate(specify) Other Standar@specify)
Nonprofit or for 115 CMR 7.00 High School diploma,| Possess appropriate qualifications as
profit residential, (Department of GED or relevant evidenced by interview(s), two personal
individual support Developmental equivalencies or or professional references and a Crimil
stabilization Services Staglards | competencies. Offender Record Information (CORI)

and a National Criminal Background
Check:115 CMR 12.00 (National
Criminal Background Checks), be age
years or older, be knowledgeable abou
what to do in an emergency; be
knowledgeable about how to report ab
and neglect, have the ability to
communicate effectively in the languag
and communication style of the
participant, maintain confidentiality and
privacy of the participant, respect and
accept different values, nationalities,
races, religions, cultures and standard
living. Specific competencies needed t
meet the support needs of the participg
will be delineated in the Support Plan
the Team.

Verification of Provider Qualifications

Provider Type:

Entity Responsible for Verification:

Frequency of Verification

Nonprofit or forprofit
residential, individual
support stabilization
agencies, qualified
stabilization agencies
licensed as respite
providers

DDS Office ofQuality Enhancement, Surve
& Certification Staff.

Every 2 years

Service Specification

Service Type:d Statutory

3 Extended State Plan I Other

Service: Transportation

j Service is included in approved waiver. There is no change in service specifications.

State:

Effective Date
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3 Service is included in approved waiver. The service specifications have been modified.
3 Service is not included in approved waiver.

Service Definition(Scope)

Service offered in order to enable waiver participants to gain access to waiver and other community ser
activities and resources, as specified by the service plan. Transportation services under the waiver are
accordance with the participants service plan. Whenever possible, family, neighbors, friends, or commu
agencies which can provide this service without charge are utilized. This service includes travel to and f
programs and travel for accessingrecounity activities and resources. Transportation may also include the
purchase of transit and bus passes for public transportation systems and mileage reimbursement for qu
drivers. The provision of transportation is based on a service plan thattmeeeed in the most cadtective
manner. Transportation that is part of a day or residential program or a contracted transportation provid
be selfdirected. This service is offered in addition to medical transportation required under 43CBR @nd
transportation services under the State Plan defined at 42 CFR 440.170(a), and does not replace them.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method B | Participantdirected as specified in Appendix E | [} | Provider

(check each thapplies) managed
Specify whether the service may bl A | Legally B | Relative A | Legal Guardian
provided by(check each that Responsibld

applies): Person

Provider Specifications

ProviderCategory(s) B Individual. List types: B | Agency. List the types of agencies:
(check one or both)

Qualified Individual Transportation | Non for profit or for profit Transportation
provider Agency

Transportation Pass Provider

Provider Qualifications

Provider Type: License(specify) | Certificate(specify) Other Standar@specify)

Non for profit or for | Valid Specifications written into all contracts
profit Transportation| Massachusetts with transportation providers; attachme
Agency Driver's License. to contract which requires valid drivers

license, liability insurance, reporting of
abuse; timeliness, written certification ¢
vehicle maintenance, age of vehicles;
passeger capacity of vehicles; RMV
inspection; seat belts; list of safety
equipment; air conditioning and heating
first aid kits; snow tires in winter; and
two-way communication.

Qualified Individual | Valid High School All individual providers must: Possess
Transportation Massachusetts Diploma, GED, or appropriate qualifications as evidenced
provider Driver's License. | relevant equivalencie| by interview(s), two personal or

or competencies. professional references and a Criminal

Offender Record lormation (CORI)
and National Criminal Background
Check:115 CMR 12.00 (National
Criminal Background Checks), be age

State: Appendix G1: 4¢€
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years or older, be knowledgeable abou
what to do in an emergency; be
knowledgeable about how to report ab
and neglect, have the ahbjlito
communicate effectively in the languag
and communication style of the
participant, maintain confidentiality and
privacy of the participant, respect and
accept different values, nationalities,
races, religions, cultures and standard
living.

Validdr i ver 6s | i cens
RMV inspection; seat belts; Specific
competencies needed to meet the supj
needs of the participant based upon th
unique and specialized needs of the
participant related to their disability and
other characterists will be delineated in
the Support Plan by the Team.

Transportation Pass Transportation passes may be purchas
Provider from vendors or retail locations
authorized to sell passes for public
transportation systems, bus services o
other transit providrs. Vendors must
meet industry standards in the

community.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Freguency of Verification
Non for profit or for DDS Regionallransportation Coordinator. | Annually
profit Transportation
Agency
Qualified Individual Department of Developmental Services Annually or prior to utilization
Transportation provider of service
Transportation Pass Department of Developmental Services Annually or prior to utilization
Provider of service

‘ Service Specification

Service Type:® Statutory 9 Extended State Plan IOther
Service:Vehicle Modification

l Service is included in approved waiver. There is no change in service specifications.
3 Service is included in approved waiver. The service specifications have been modified.
3 Service is not included in approved waiver.

Service Definition(Scope)
Vehicle Adaptations

State: Appendix G1: 4¢
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Adaptations or alterations to an automobile or
transportation in order to accommodate the special needs of the participant. Vehicle adaptations are sp
the service plan asoessary to enable the participant to engage more fully in the broader community and
ensure the health, welfare and safety of the participant.

Examples of vehicle adaptations include:

Avan i ft

ATie downs

ARamp

ASpecialized seating equi pment

A'S e a afetynrestrast

The following are specifically excluded vehicle modifications:

1.Adaptations or improvements to the vehicle that are of general utility, and are not of direct medical or
remedial benefit to the participant.

2.Purchase or lease of/ahicle

3.Regularly scheduled upkeep and maintenance of a vehicle, except upkeep and maintenance of the ac
The participant must be in the family home, vehicle modification is not available to participants who resi
provider residential setig or in 24 sekdirected 24 home sharing supports or in the livearegiver model.

Funding for adaptations to a new van or vehicle purchased/leased by family can be made available at th
purchase/lease to accommodate the special needs alrtlogopnt.
This service is must be an identified need and documented in the service plan. The Vehicle modification
be purchased through a participalirected budget and paid through the Fiscal Intermediary
1. The Service Coordinator must receiveasivance for his/her review and recommendation the follow
information: a proposal detailing the request for funding and the completed Vehicle/Home Adaptations K
Request Form. The participant ds | n dihsuhie deedsfdr a v&hicy
adaptation must be attached to this information.

2. If the DDS Service Coordinator recommends the proposal for funding, the request is then forwar
the Area and then the Regional Director for review and recommendationdaridun
3. All payments for Vehicle Adaptations must be made through the Fiscal Management Service an

purchased through a setfirected budget

Specify applicable (if any) limits on the amount, frequency, or duration of this service;

Cost not teexceed $15,000 over a five year period. Available to participants who live in family home.

Service Delivery Method B | Participantdirected as specified in Appendix E | A | Provider

(check each that applies) managed
Specify whether the service may bl A | Legally B | Relative A | Legal Guardian
provided by(check each that Responsiblg
applies): Person
Provider Specifications

Provider Category(s)| Individual. List types: B | Agency. List the types ofgencies:
(check one or both) Independent Contractors Vehicle Modification Agencies
Provider Qualifications
Provider Type: License(specify) | Certificate(specify) Other Standar@specify)
Vehicle Modification| Licensed as Vehicle Modifications must be
Agencies businesses doing performed by certified entities who are

vehicle licensed to perform vehicle conversion

and modifications.

State: Appendix G1:5C
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modifications and
conversions.

Independent Vehicle Modifications must be
Contractors performed by certified entities who are
licensed to perform vehicle conversion
and modifications.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification
Vehicle Modification Department of Developmental Services Every two years
Agencies
Independent Contractorg Department of Developmental Services Every two years.

Service Specification
Service Type:® Statutory 3 Extended State Plan IOther

Service Name: Remote Supports and Monitoring

l Service is included in approved waiver. There is no change in service specifications.
8 Service is included in approved waiver. The service specifications have been modified.
5 Service is not included in approved waiver.

Service Definition (Scope)

Remote Supports and Monitoring (RSM) are designed to provide supporcosimgunication and nen
invasive monitoring technologies to assist participants to attain and/or maintain independence in their h
and communities while minimizing the need for onsite staff presence and intervention. The use of RSM
promotes skill acquisitn and maintenance through instruction/guidance with the goal of promoting

independence in the | east restrictive environn
delivered by qualified provider staff at a monitoring center. RSM staff imoaitd provide prompts to
participants in real time. RSM is delivered on a scheduled andeae ded basi s as i dei

Individual Support Plan (ISP). RSM must include apénson backup plan, based on the needs of the
participant, doamented in the ISP. Individual interaction with Remote Supports and Monitoring staff may
scheduled, oilemand, or in response to an alert from a device in the remote support and monitoring eqd
system.

The provider of RSM must havepaocess to assess needs, identify any areas of concern, and identify ho
can be addressed with the use of RSM technologies. Additionally, the ISP will detail the supports neces
ensure participantso heal t/Bystemisiturredadfdrithe evereathed s a
participant no | onger wants the service, or th
changes in service provision will be addressed on a timely basis through thegesrsoed planning prosg in
the same manner as any other service.

The participantdéds | SP will outline the schedul
the individual receiving RSM on how to use the remote support system will be outlined in thediggTwill
include how to report technology malfunctioflSM providers do not provide in person servicdewever,
RSM providers are required to have bagkcapabilities to respond in person to address technology
malfunctions, system checks, or urgsittiations that do not require a 911 c&luch urgent situations are rarg
and are characterized by the need for a timely assessment that is not achievable via the technology ang
person options are not availabl€he circumstances under which dividual may receive an-person

State: Appendix G1: 51
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response from an RSM provider are agreed upon
individual requires an iperson response by the RSM provider more than three times hday3teriod, or
fewer tha three times in a 3@ay period but for a recurring reason, then the individual would be reassess
the need for irperson services would be-egaluatedThis does not affect iperson visits by Service
Coordinators or providers of other services.past of the persogentered planning process, if the participan
needs handen assistance, they will be offered the services necessary to meet their needsnrassistance
may be provided through other services in addition to RSM but will not bédpbat the same time as RSM,
Handson assistance is not provided through RSM.

RSM can be used in conjunction with Individualized Home Supports, but only when Individualized Homj{
Supports are being provided in person. RSM and Individualized Home Supstitters will share service
plans and schedules so that RSM timing and activities will not overlap wlithnte supports.

All participants who are interested in RSM are evaluated and the evaluation considers whether this sery
help enhance theability to engage in meaningful activities, stay connected with others, and be integrate(
their communities. RSM may be authorized to complement otkpgron services in meeting these goals.
RSM can be mobile, where participants may take attablgevice into the community to help promote or
increase independence.

The overall care plan will address the partici
RSM and other services. The ISP includes documentation of comnmuatyement or measurable objectivd
regarding a participantodéds need for support to

Placement of RSM devices will be considered based on assessed need, privacy and right consideration
informed consent of the participand others who live in the home. Use of the system may be restricted t
certain hours as indicated in the ISP. The system must have visual or other indicators that inform the p3
when the RSM system is activated. Use of RSM audio devices trabaleontinuous feed will not be permittd
in bedrooms or bathrooms. However, RSM audio devices may be triggered in the event of an emergeng
otherwise activated by the participant. RSM video monitoring devices will not be permitted in bedrooms
bathooms.

As part of the informed consent process, the participant will be informed and trained as to how to turn o
remove the device. Depending on the type of RS
turn off the RSM device theralves. If they are unable to do so, then they will be informed as to who to cg
for assistance with turning off the device.

Participants may not receive RSM and MassHealth State Plan PERS at the same time.

The rate for Remote Supports and Monitolimgjudes a standard per diem cost for#way communication
equipment rental and call center staffing. If a participant is assessed to require specialized equipment {
interface with the standard RSM equipment and call center, that specialized equgppagthfor through the
Assistive Technology service.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

A participant can be enrolled in both Individualized Home Supports and Remote Supports and Monitorir
cannot receive both simultaneously. Participants who receive both services must receive their IHS in pe
via telehealth.

Service Delivery 5 | Participartdirected as specified in Appendix E l Provider
Method (check each tha managed
applies)

State: Appendix G1: 52
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Specify whether the service may be
provided by(check each that applies

o

Person

Legally Responsible l Relative| 3

LegalGuardian

Provider

Individual. List types: B

Agency. List the types of agencies:

Category(s)
(check one or
both)

Remote Supports and Monitoring Providers /
gualified vendor

Provider Qualifications

Provider Type:

License(specify)

Certificate(specify)

Other Standar@specify)

Remote Supporty 115 CMR 7.00
(Department of

Developmental
Services Standard
for all Services ang
Supports) and

115 CMR 8.00
(Department of
Developmental
Services
Certification,
Licensing and
Enforcement)

and Monitoring
Providers

High School diploma,
GED or relevant
equivalencies or
competencies.

Possess appropriate qualifications to seny
as staff as evidenced by interview(s), two
personal or professional referencasd a
Criminal Offender Record Information
(CORI) and National Criminal Backgroung
Check:115 CMR 12.00 (National Crimina
Background Checks), be 18 years or oldg
be knowledgeable about what to do in an
emergency; be knowledgeable about how
report aluse and neglect; have the ability 1
communicate effectively in the language
and communication style of the participan
maintain confidentiality and privacy of the
participant, respect and accept different
values, nationalities, races, religions,
culturesand standards of living. Specific
competencies needed to meet the suppot
needs of the participant, based upon the
unigue and specialized needs of the
participant related to their disability and
other characteristics will be delineated in
the Support Plaby the Team.

RSM providers must comply with the
requirements of the Health Insurance
Portability and Accountability Act of 1996
(HIPAA), as amended by the Health
Information Technology for Economic ang
Clinical Health (HITECH) Act, and their
applicable regulations, as well applicable
state law, M.G.L. Ch. 66A and M.G.L. Ch
123B, Section 17, to protect the privacy &
security of the pafi
information.

DDS/ EOHHS relies o
independent legal obligation esvered
entities and contractual obligations to
comply with these requirements. There is
not a single state HIPAA compliance

State:
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officer. This methodology is accepted by
DDS and EOHHS officials.

Additionally, the RSM provider must
provide:

- Safeguards and/@mergency
backup systems such as batteries
and/or generators, or other
emergency solutions, for the
electronic devices in place at the
remote monitoring center and
locations utilizing the system, e.g.
participantsod h

- Detailed and written backup
procedures to address/manage
system failure (e.g., prolonged
power outage), fire or weather
emergency, participant medical
issues, or personal emergency, et
for each location utilizing the
system will be discussed, agreed
upon, and included in each
particppnt 6 s | SP wi
timing for response.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification

Remote Supports an| DDS Every 2 years
Monitoring Providers

b. Provision of Case Management Services to Waiver Participantsindicate how case management is
furnished to waiver participantéselect ong

1 Not ap pil Casea mdnagement is not furnished as a distinct activity to W
participants.

1 BED p p !l i icGabd neanagement is furnished as a distinct activity to waiver participa
Check each that applies:

A | As a waiver service defined in Appendix3Do not completéemC-1-c.
A | As a Medicaidstate plan service under §191)5¢f the Act (HCBS as a State Plan Option
Complete item €-c.
B | As a Medicaidstate plan service under §1915(g)(1) of the Act (Targeted Case
Management).Complete item €l1-c.
State: Appendix G1: 54
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A | As an administrative activityComplete item €1-c.
A | As a primary care case managenmsystemservice under a concurrent managed care

authority.Complete item €l-c.
C.

Delivery of Case Management ServicesSpecify the entity or entities thabnductcase management
functionson belalf of waiver participants:

Department of Developmental Services

State:

Effective Date
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a. Criminal Hi story and/ or. BaSkgdagildeeds | poesthegaticm
C 0 n douccrti mi nal hi story andlbdr imackwgdaanhd iwmhwve ptrioy é
(sel ect one)

Criminal hi story and/ or background
ti (e.g., personal assistants, a
t h cope of such invdestlicatihenor(©d
at investigations have been cond
h i escritptiCivms apohaoaighathe Medi
cy (i f applicabl e):

dants providers are governed by Ex
HHS) regulations 101 CMR 15.00 et S
nt i al for unsupervised contact wi taH
nder Record I nfor mati on) check i s
|l ations. These are checks on the cr
vidual may begin to providetsenvamwce
i ng until CORI check is compl eted
Cri minal J ice I nformation Servicé
Public Saf and h®e awrsiutl yt.s Tbhaec kD Q Jg
ency. The | stigations Division of
conduct a s of provider agenci es
100% comipi ¢ eqQuiwi & ment must submit

e t

r u

a

S~w0n 0
nw O O

~ = c ® o

to ensur the correction aadtiircer
ir suppo st request a CORI Ched
SF Manual c ins guidance and the f
FMS recei the CORI report and i n
applicant om being hired.

~ 44~ c TT®000mw SO0 OUO|ly T 3—~T <
@

S>> TSO0OQ ™D S OO MUK svoco®

('D('D%

S regulations 118r CMRndR2. BAckdaouoada
apter 19 B s. 19 and 20: An Act Requi

conducthatedgermprcikrst o f the state anq(
termine thdlswiutrabkeinlti tayndofpr ospecti ve

TRrcCcQaca~TNU
S NST ®>S®O0 g

supervised contact with persons with
par-timeensed or funded progr am. AEmpl
prentincetriams@ortati onc@emiovadteosr, wlhod u
monitored contact with a person with
.00 also requires that any househgl @
emi ses subject to |icendased shalkle lad
background check. DDS began conducting
who provide waiver servideal snwhhanpabpyi
will be subject to such checksglibycliamuwa
must request a state and federal cri min
Service (FMS olnhtea i MMS gMa duaanlc ec and t he

) -
making this request. The FMS receives t
Depart ment of whether the results prohi

! INo Cri mi mavkmblag&kbandg investigations are
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Effective Date




b. Abuse RegistrySfBeceégiambeetrreaqruitriees t he
wai ver ser vsi geai rntthaiorugd (asbeul seec tr eogni es)t r y

screeni

types of positions for which abuse

agency or the operating agency (i f

! lYes STaee maintains an abuse registry an
registry. edpgediyf :enta) itelsg responsi bl 6

for ensuring that mandatory screeningd
policies referenced itho tGNMS WpEshtrrao gl hi et

regi

appl

BinNo sThee doesalmwde csoengéuscttir Iy g .

c. Services inFacilities Subject to81616(e) of the Social Security ActSelect one

to A1616(eDo onfott htee @it e € a.i i

! INo Home andbazoendmusneérnwi ces under this wa

B|{Yes Home andbwestemwairceesedovind facili't
Act . The standards that apply to
avai tablCeMS upamroaegbhedthe Medicaid

appl i Camlpdt)ect@R-c .id .i.i i

i es
each
age

i. Types of Facilities Subject to §1616(e) Complete the following table farach typeof facility

subject to §1616(e) of the Act:

Typeof Facility Providedin Facility

Waiver Service(s) Facility Capacity
Limit

Respite
Facilities

Provider or
StateOperated
Group
Residence

State: Appendix G2: 2
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ii. Larger Facilities: In the case of residential facilitisabject to §1616(djhat serve four or more
individuals unrelated to the proprietor, describe how a homea@mehunity character is maintained in
these settings.

All community residential settings, regardless of size, are subject to the same requirem
expectations related to maintaining a home and commbaigd character. Commun
residences are locateéhroughout Massachusetts in neighborhoods in cities and towns.
may be either existing houses or new construction. Houses are required to reflect the
rhythms and activities of any household with kitchens for preparing meals, dining areas
rooms/dens and private/semiivate bedrooms.

This homelike and communiyased character is initially evaluated for new homes throug
site feasibility process, which is conducted to determine if a proposed site offers a s
suitable living spport environment for the participants it is intended to serve. For ex
homes, ongoing compliance with requirements for home and comnrhasgd settings |
monitored through the licensure and certification process. This process was revig
enhaned in September 2016 to clarify expectations and even more closely and strong
the tool with the critical elements of the Community Rule in terms of residential (ang
residential) settings These expectations include both homelike charactesfstios housd
(including physical setting, privacy and choice and control) as well as community accq
meaningful involvement.

DDS6s policies clearly reflect an over
engagement with anithicorporation into the community and a move away from settings
institutionatlike qualities. In this vein, DDS amended an existing regulatory provision to
the capacity of residential settings to no greater than five residents. The regulatiods pn
exception to this limitation such that homes that had a licensed capacity greater than fi
to 1995 are permitted to retain the capacity approved in the license for the life of the ¢
building if the site can accommodate more thanpiaeicipants. The regulations further prov
that capacity in excess of five must be reduced if the Department determines at any timg
site can no longer accommodate more than five participants. In the event that DDS det
that a site can ntmnger accommodate more than five participants, the provider must d¢
and implement a plan to reduce the capacity. DDS will work collaboratively with the prq
on plans to effectuate the reduction in capacity to five or fewer participants.

115 CMR7.00: Standards for All Services and Supports/7.08 (Capacity)

Facility type: Provider or Stat®©perated Group Residence

Provided in
Waiver Service Facility
Group Supported Employment A
Day Habilitation A
Peer Support A
Individual DaySupports A
Stabilization B
Chore A
State: Appendix G2: 3

Effective Date




Facility Capacity Limit: Four persons (see ii below)
.

Adult Companion

Individual Goods and Services

Assistive Technology

Individualized Home Supports

Community Based Day Support

Family Training

Respite

Specialized Medical Equipment
andSupplies

>l 3| >| > >| >| >

Transportation

b1

Behavioral Supports and
Consultation

b1

Home Modification and
Adaptations

Individual Supported
Employment

g2

Vehicle Modification

p >

Scope of FacilityStandards For this facility type, pleasspecify whether that at e 6 s
address the followin¢check each that applies)

Standard

Topic
Addressed

Admission policies

Physical environment

Sanitation

Safety

Staff: resident ratios

Staff training and qualifications

Staff supervision

Resident rights

Medication administration

Use of restrictive interventions

Incident reporting

Provision of or arrangement for

necessary health services

State:

Effective Date
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When facility standards do not address one or more of the topics listed, explain why the standard is
not included or is not relevant to the facility type or population. Explain how the health and welfare

of participants is assured in the standashés) not addressed:

Facility type: Respite Facility

Waiver Service

Provided in
Facility

Group Supported Employment

Day Habilitation

Peer Support

Individual Day Supports

Stabilization

Chore

Adult Companion

Individual Goods and Services

Assistive Technology

Individualized Home Supports

Community Based Day Support

Family Training

Respite

Specialized Medical Equipment
and Supplies

)>z- | | > > | > )>z- | | > >

Transportation

p

Behavioral Supports and
Consultation

b2

Home Modification and
Adaptations

Individual Supported
Employment

b1

Vehicle Modification

p

Facility Capacity Limit: Four persons (see ii below)

Scope of Facility Standards For this facility type, pleasspecify whether that at e 6 s
address the followingcheck each that applies)

State:

Effective Date
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Topic
Standard Addressed
Admission policies

Physical environment

Sanitation
Safety
Staff: resident ratios

Staff training and qualifications

Staff supervision

Resident rights

Medication administration

Use of restrictive interventions

Incident reporting

Provision of or arrangement for
necessary health services

When facility standards do not address one or more of the topics listed, explainendtgndard is
not included or is not relevant to the facility type or population. Explain how the health and welfare
of participants is assured in the standashés) not addressed:

State: Appendix G2: 6
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e.

Pro
res
i nc
mu s
and
res

i ndi

one

e individual for the provision of

No Thaet e does not make payment to | egal
care or similar services.

Ye.s Bhaet e makes payment to |l egally respd
similarwhlhen vibeg are qualif.i @mge ctioftypea oM
responsible indé vpdiwanE swhocamdey skee visma
provi deat e(bp)ol i cies that specify auitharo
t he pr oevxitsriaoonr ddifylae gya lclay er e s p a nlda vb Htedntden d
that the provision of services by a | e
partiam@ea)te; contrmplsoytédhdaitt arensure t hat
servicesAlrgoede fed i n3 Atplpee npdeérxs cCnal car e
payment may be made to | egadhyer speacre $.d

Other

pro

State Policies Concerning Payment for Wai ver
Guar di anSmpeatid ypol i cies concerning making paymer

vision of wai ver serviceslbobethd Saheécabowne

1

Thet ate does not make payment to rel at
services.

Thad ate makes payment to r ed @md dcivfeisdulmeadn
only when the relative/guardian Spesmt
circumstances undernthwditchppaymentel at im
payment maandbet hmeadseer vi ces f or .Swhitoh t e
that are employed to ensure that Apampeneis
AppercdiCT2 each waiver service for which
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Payment rates to a relative must be con
Payment is made iosnlwyotwhanf amet isem vt ltat

for the participant without charge as a
of a nuclear family. Rel atives who wou
mi ndiri I dr en, spouses or | egal guardi an
payments to relatives and ensure that w
i ndi vidual supported empl oyment, ndiawmisd
day supports, chor e, adul t compani on,

providetrowmnds&l4df directed home sharing

Il ndi vi dual providers of home modificat:i
subject to the review process noted abd
noted for the relevant service type.

Approval of the home or vehi-specmbdbdrcfap
Rel ati ves noayye dh ocats bpdareentpcle @ apt ovi der s f-g
in caregiver, behavior al supports and
services, assistive technology, and, p¢g
Rel atives/ | egal paquar dficarnsp rnoawi dbeng wai
relativel/l egal guardian is qualified/-&

Specify the controls that are employed to ensure that payments are made (
services rendered.

Ot her $mddicfyy
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f.  Open Enrollment of Providers. Specify the processes that are employed to assure that all willing and
qualified providers have the opportunity to enroll as waivewricer providersas provided in
42 CFR :A431.51

Any willing and qualified provider has the opportunity to submit a proposal to enroll with the
department as a provider of waiver services. The

Commonweal thdéds Executive Office of Health
(808 CMR 1.04) to deterime the fiscal health of the provider. All providers must complete this
process in order to qualify as a provider of services.

DDS also has standards that ensure that waiver providers possess the requisite skills and
competences to meet the needs of thever target population. The Department typically review
gualifications in 30 days or less and then updates the list of qualified providers. Any participa
may choose from among qualified providers
service standards.

The Department has posted on its website the requirements and procedures for potential pr
to qualify to deliver services. The qualifying system is open and continuous to enable potent
providers to qualify as they become ready tlivde services to waiver participants.

Quality Improvement: Qualified Providers

As a distinct component of tse a t e 6 simpgoueanénstratggy, provide information in
the following fields to detailthe at e 6s met hods f or di scovery

a. Methods for Discovery: Qualified Providers

The state demonstrates that it has designed and implemented an adequate system for
assuring that all waiver services are provided by qualified providers.

i Sub-Assurancs:

a. SubAssurance:The state verifies that providers initially and continually meet required
licensure and/or certificatiorstandards and adhere to other standanaisor to their
furnishing waiver services.

i. Performance Measures

For each performance measure ttstate will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable
the state to analyze and assess progress toward the performance measure. In this section
provide information on the method by which each source of data is analyzed
datistically/deductively or inductively, how themes are identified or conclusions drawn, and
how recommendations are formulated, where appropriate.

State: Appendix G2: 9

Effective Date
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Performance
Measure:

QP al. Percent of new providers that received an initial license to prg
supports. (Number of new providers that received a license to operat|
within 6 months of initial review/Number of new providers who requirg
licensing and were selected to provide supports.)

Data Source(Select one) (Several options are listed in thdi pa application):

| f 60t her o

i s sel

ected,

speci fy:

Responsible Party for
data
collection/generation
(check each that

Frequency of data
collection/generation
(check each that
applies)

Sampling Approach
(check each that
applies)

applies)

Bl State Medicaid Agenc, 4 Weekly [l 100% Review

A Operating Agency A Monthly A Less than 100%

Review

A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =

A Other A Annually

Specify:

[l Continuously and
Ongoing

A Other
Specify:

A OtherSpecify:

A Stratified:
Describe Group

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that
applies

Frequency of data
aggregation and
analysis:

(check each that
applies

State Medicaid Agenc] A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other A Annually
Specify:
A Continuously and
Ongoing
l other
Specify:
Semtannually
State:

Effective Date
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Performance
Measure:

QP a2. Percent of licensed clinicians that meet applicable licensure
requirements (Number of licensed clinicians vafspropriate
credentials/Number of licensed clinicians providing services.)

Data Source(Select one) (Several options are listed in thdima application):

| f

60t her 6 i s

s el

ect ed,

speci fy:

Responsible Party for
data
collection/generation
(check each that

Frequency of data
collection/generation
(check each that
applies)

Sampling Approach
(check each that

applies)

applies)

B State Medicaid Agenc, 4 Weekly B 100% Review

A Operating Agency A Monthly A Less than 100%

Review

A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =

l other A Annually

Specify:

Fiscal Management
Service

Continuously and
Ongoing

A Other
Specify:

A OtherSpecify:

A Stratified:
Describe Group

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

applies applies

A State Medicaid Agenc] A Weekly
A Operating Agency . Monthly
A SubState Entity A Quarterly
l other A Annually
Specify:

Fiscal Management
Service

A Continuously and
Ongoing

A Other
Specify:

Performance QP a4: Percent of providers that have corrected identified deficiencie
Measure: licensing/certification requirements (The number of licensed/certified
State: Appendix G2: 11

Effective Date




providers that have corrected deficiencies in licensing/certification
requirements / The number of licenseditied providers with identified
deficiencies.)

Data Source(Select one) (Several options are listed in thdima application):

| f 60Otherdé is selected, specify:

Responsible Party for | Frequency of data Sampling Approach

data collection/generation | (check each that

collection/generation | (check each that applies)

(check each that applies)

applies)

B State Medicaid Agenc, 4 Weekly B 100% Review

A Operating Agency A Monthly A Less than 100%

Review

A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =

A Other A Annually

Specify:

Ongoing escribe Group
A Other

Specify:

A OtherSpecify:

Continuously and J A Stratified:
D

Add another Data Source for thiperformance measure

Data Aggregation and Analysis
Responsible Party for Frequency of data
data aggregation and aggregation and

analysis analysis:
(check each that (check each that
applies applies

State Medicaid Agenc] A Weekly
A Operating Agency . Monthly

A SubState Entity A Quarterly
A Other A Annually
Specify:

A Continuously and

Ongoing

A Other

Specify:
Performance QP a3. Percent of providers that continue to meet applicable Iicensur|
Measure: certification standards (Number of providers that continue to meet
State: Appendix G2:12

Effective Date




applicable licensure or certification standards/ Number of providers

subject to licensure/certification).

Data Souce (Select one) (Several options are listed in thdima application):

i

60t her 6 i s

s el

ected,

speci fy:

Responsible Party for
data
collection/generation
(check each that

Frequency of data
collection/generation
(check each that

applies)

Sampling Approach
(check each that
applies)

A OtherSpecify:

applies)
Hl State Medicaid Agenc A Weekly l 100% Review
A Operating Agency A Monthly A Less than 100%
Review
A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =
A Other A Annually
Specify:
H continuously and A Stratified:
Ongoing Describe Group
A Other J
Specify: J
|

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

Specify:

applies applies
] State Medicaid Agenc| A Weekly
A Operating Agency | J Monthly
A SubState Entity A Quarterly
A Other A Annually

Fiscal Management
Service

A Continuously and
Ongoing

A Other
Specify:

b.

adherence to waiverequirements.

State:

Effective Date
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i. Performance Measures

For each performance measure ttstate will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable
the state to analyze and asss progress toward the performance measure. In this section
provide information on the method by which each source of data is analyzed
statistically/deductively or inductively, how themes are identified or conclusions drawn, and

how recommendations afermulated, where appropriate.

Performance
Measure:

QP b1: Percent of individual providers not subject to licensure or
certification who are offering setfirected services who meet
requirements to provide supports. (Number of individual providers no
subject to licensure or certification who meet the qualification
requirements to provide services/ Number of individual providers

providing services.)

Data Source(Select one) (Several options are listed in thdima application):

| f

0 O seleetad,Gpecifg:

Responsible Party for
data
collection/generation
(check each that

Frequency of data
collection/generation
(check each that

applies)

Sampling Approach
(check each that

applies)

A OtherSpecify:

applies)
A State Medicaid Agenc] A Weekly [l 100% Review
A Operating Agency A Monthly A Less than 100%
Review
A SubState Entity A Quarterly J A Representative
Sample; Confidence
Interval =
H other A Annually
Specify:
Fiscal Management l Continuously and J A Stratified:
Service Ongoing Describe Group
A Other
Specify: ‘
|

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that
applies

Frequency of data
aggregation and
analysis:

(check each that
applies

State:

Effective Date
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'l State Medicaid Agenc| A Weekly
A Operating Agency | Jf Monthly
A SubState Entity A Quarterly
H other A Annually
Specify:

Fiscal Management
Service

A Continuously and
Ongoing

A Other
Specify:

Performance
Measure:

QP b2: Percent of Support Services Qualified Agency (SSQUAL)
Providers that meet the qualifications to provsgevices. (Number of
SSQUAL providers that meet the qualifications to provide services/
Number of SSQUAL agency providers providing services.)

Data Source(Select one) (Several options are listed in thdima application):

| f

60t her 06

s el

fiy:s

ected,

speci

Responsible Party for
data
collection/generation
(check each that

Frequency of data
collection/generation
(check each that

applies)

Sampling Approach
(check each that

applies)

applies)

[ State Medicaid Agenc, 4 Weekly [l 100% Review

A Operating Agency A Monthly A Less than 100%

Review

A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =

A Other A Annually

Specify:

A Continuously and A Stratified:

Ongoing

Describe Group

Other
Specify:

SemiAnnually

Bl A OtherSpecify:
|

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that
applies

Frequency of data
aggregation and
analysis:

(check each that
applies

State:

Effective Date
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W State Medicaid Agenc| A Weekly
A Operating Agency A Monthly

A SubState Entity A Quarterly
A Other A Annually
Specify:
A Continuously and
Ongoing
l other
Specify:

Semtannually

C. Sub-Assurance: Thestate implements its policies and procedures for verifying that
provider training is conducted in accordance with state requirements and the approved
waiver.

i. Performance Measures

For each performance measure trstate will use toassess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable
the state to analyze and assga®gress toward the performance measure. In this section
provide information on the method by which each source of data is analyzed
statistically/deductively or inductively, how themes are identified or conclusions drawn, and
how recommendations are fortated, where appropriate.

Performance QP c1. Percent of licensed/certified providers that have staff trained :
Measure: current in required trainings including medication administration, CPH
first aid, restraint utilization and abuse/neglect repgrt{Number of
providers that have staff trained in medication administration, CPR, fi
aid, restraint utilization and abuse/neglect reporting/ Number of
licensed/certified providers reviewed.)

Data Source(Select one) (Several options are listed indhdine application):

| f 60Otherdé is selected, specify:
Responsible Party for | Frequency of data Sampling Approach
data collection/generation | (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)
Bl State Medicaid Agenc] A Weekly B 100% Review
A Operating Agency A Monthly A Less than 100%
Review

State: Appendix G2: 1€
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A Representative
Sample; Confidence

A SubState Entity A Quarterly

Interval =
A Other A Annually J
Specify:
l continuously and A Stratified:
Ongoing Describe Group
A Other J
Specify:
Bl A OtherSpecify:
|

Add another Data Source for this performance measure

Data Aggregation and Analysis
Responsible Party for Frequency of data
data aggregation and aggregation and

analysis analysis:
(check each that (check each that
applies applies

State Medicaid Agenc] A Weekly
A Operating Agency A Monthly

A SubState Entity A Quarterly
A Other A Annually
Specify:
A Continuously and
Ongoing
. Other
Specify:

Semiannually

Performance QP c2: Percent of individual providers who have received training in
Measure: reporting of abuse/neglect and incidents. (The numbdofidual
providers who have received training in reporting abuse/neglect and
incidents/ Number of individual providers providing services.)

Data Source(Select one) (Several options are listed in thdima application):

| f 6 O seleead,Gpecifg:

Responsible Party for | Frequency of data Sampling Approach
data collection/generation | (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)
Bl State Medicaid Agenc] A Weekly B 100% Review
A Operating Agency A Monthly A Less than 100%
Review
State: Appendix G2: 17
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A SubState Entity A Quarterly A Representative

Sample; Confidence

Interval =
Other A Annually J
Specify:
Fiscal Management l continuously and A Stratified:
Service Ongoing Describe Group
A Other J
Specify:
Bl A OtherSpecify:
|

Add another Data Source for this performance measure

Data Aggregation and Analysis
Responsible Party for Frequency of data
data aggregation and aggregation and

analysis analysis:
(check each that (check each that
applies applies

State Medicaid Agenc] A Weekly
A Operating Agency A Monthly

A SubState Entity A Quarterly
[l Other A Annually
Specify:
Fiscal Management A Continuously and
Service Ongoing
A Other
Specify:

Add another Performance measure (button to prompt another performance measure)

il If applicable, in the textbox below provide any necessary additional information on the
strategies employed by tkite to discover/identify problems/issues within the waiver
program, including frequency and parties responsible.

b. Methods for Remediation/Fixing Individual Problems

i Describethet at ed6s met hod for addressing individu
Include information regarding responsible parties &BENERALmMethods for problem
correction. In addition, provide information on the methods used bstdteeto document
these items.

State: Appendix G2: 18
Effective Date




The

Ar ea

for

St at e

approved,

i ncladmhgi strative
di scovered

Medi cai d
with the
Of fi ces, DDS a
and i mpl e
identifying and

agency is responsible f
and operational functio
management of the waiyv
nd MassHeal ebtave mespo
mented within appropri a
analyzing trends rel at

addr es srlepucaldi tiyssues.

Remediation Data Aggregation

Remediationrelated | Responsible Partycheck

Data Aggregation
and Analysis
(including trend
identification)

Timelines
When thestate does not have all elements of the Quality Improvement Strategy in place,

provide timelines to design methods for discovery and remediation related to the assurance
of Qualified Providerghat are currently noroperational.

each that applies)

Frequency of data
aggregation and
analysis:

(check each that

applies)

l State Medicaid Agency | A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other: Specify: l Annually

A Continuously and
Ongoing

A Other: Specify:

No

L
1

Yes

Please provide a detailed strategy for assuring Qualified Providers, th
specific timeline for implementing identified strategies, and the parties
responsible for its operation.

State:

Effective Date
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Appendix €. Additional Limits on Amount of Waiver Services

i onal Limits on .Amolunndti coaft eNawh/eetrh eSre rtvh e« evdai v er
i onal l'i mits on (tcthe ckmawmrcth pepfl i easi)ver services

4 Not appMihaabtlee does not i mpose a | imit of
provided in3.Appendix C

i Appl iicTalhbd @t e i mposes additional [ imits o

When a | i mispecily:ga) themyaivensgreiags to which the limit applies; (b) the basis of

the limit, including its basis in historical expenditure/utilization patterns and, as applicable, the
processes and methodologies that are used to mdeterthe amount of the limit to which a
participantbés services are subject; (c) how ¢t
period; (d) provisions for adjusting or making exceptions to the limit based on participant health

and welfare neexlor other factors specified by the state; (e) the safeguards that are in effect when
the amount of the I imit i s iamd() hotvipaticizantdaret o me
notified of the amount of the limit

AlLimit(s) 8Bar GietT¢hse)r eofi s a | imit on the ma
t hat is authorized for one or nFourren isseht st ho
speci fied above

B|Prospective I ndiv.i duTaherBeudigseta Anmonintt on t
services authorized Fwowrnieskht s@epecnfocmaptai

(a) Al waiver participants are assesepdol
into the waiver. I n the case of participa
the Consumer/ Caregiver portion of the MAS
the caregiver and ctilpanitmtse maetdisom noft hteh & a
assessment for safety issues and a standdg
assessed annually and when the participa
services under the Adult Supports Waiver i

$40, 000 per person per year. This |l imit a
(b) This Iimit includes the | imits for the
currentoandahi experience in providing th
Living
Wai ver s, it state funded Family Suppor
broad based rate setting pthaessyf a@aonla
gone through the rate setting process whi
(c) The I imit may be adjusted subject to 4
(d)Il f the participant cannote bessaféeimyt sg
be -dnsoll ed from the waiver, of fered anoft
capacity on both the Community Living Wa
fo
t e

t
| &l
h

Needs r pdretdi ciinp atntes Aednulotl Support Wai
adequa |l y addressed within the waiver co

The mechanism to effect an excepti on htoal
participant experience a change in circunj

State: Appendix G4:1
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may aut-thiome zfeummdlidnd i ootal t @nex c e 4
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odate Changing Needsl andoiikmiemnugen
I to address health and safety
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Il s i n emergnéndcydsitouatcicerss drhe s
e waiting for services from a pa

rticipants will be offered the r
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| anning process the DDS Targete
I budget | i mit.

I

(o9)
c

get Li
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vFaoensni

mits by LeBadedofonSupmoratsessmeor
nts areelassigatdate® fiumidi s goh ewh
sh the information specified abao

Ot her Typ
infor mat.

eT ho#f atLe mé mpl oy s a nDoetshcerri btey pteh eo fl
on specified above.

a) The agg

days per
cannot ex
b) The | i m
Communi ty
c)The | im
days.

d) The | i m
of the wa
health an
mechani sm
regul ar c
System an
possi bl e

Wai ver pa
DDS oalhsa s

regate number of day and empl oym
month as expressed in 8 hours pe
ceed 184 hours in any mont h.

iDDS sh ibsatscerdi coanl experience provi
Living and Adult Supports Waive
it owi || not be adjusted based on
it | foymeddy sendyiempsp cannot be exd
iver participant. Additional S u |
d welfare needs. | f t he partihai
in place to assure health and
ontact with the providers of wai
d the Criticabnthnoudesty Rapert.
emergency needs. Residenti al pr g
rticipants are also observed by
available a RN or Nurse Pract.i
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medi c al consultation as well as Psychol d

Behavior al i ssues are the most c d mmopnr otvyi
devel oped Emepgphangs.baklkl families have
emergenap phaks. Al providers have back
actively participate iar eCQ@®@M npelcatnendi ntgo rtehgd
Management Agency. Families are also advi
with a disability in their home.

I f the waiver participant canmepttnbe sat él

state plan services to address the partic

e) The participants wil/l be offered the ri
f)YThe Quality Assurance Systemadsgdeasarsi &
to insure continuous monitoring of the pa3
of services and the amounts of the | i mit
pl anning procescset@eoD®dDiSn&teor notifies pdg
and empl oyment services.
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Appendix &: Home and CommuniBased Settings

Explain howresidential and neresidential settings in this waiver comply with federal HCB
Settings requirements at 42 CFR 441.301(el®)and associated CMS guidance. Include:

1. Description of the settings and how they meet federal HCB Settings requirements, at the
time of submission and in the future.

2. Description of the means by which the state Medicaid agency ascertains that all waiver
settings meet federal HCB Setting requirements, at the time of this submission and ongoing.

Note instructions at Module 1, Attachment #LB Settings Waiver TransitidRAlanfor description
of settings that do not meet requirements at the time of submission. Do not duplicate that
information here.

The Adult Supports and Community Living waivers support participants who live in their o
home or in their family home. EhDepartment of Developmental Services (DDS), an agency
within EOHHS that has primary responsibility for el@yday operation of the Intensive Suppo
Adult Supports, and the Community Living waivers, completed systemic arspgitéfic

assessments tmsure compliance of waiver service settings with the new federal requiremsq
they apply within this waiver.

The DDS systemic assessment process included a thorough review of regulations, policie
procedures, waiver service definitions, providealdications, and quality management and

oversight systems to determine whether the systemic infrastructure was consistent with th
principles of ensuring participantsd acc
developed and disseminated applic ( dat ed September 2, 2014
position on future development of settings as well as how existing settings that do not con
compliance with the Community Rule will be addressed. This policy is now in force.

Followingisadescri pti on of the means by which
compliance with HCBS settings requirements, a description of the settings that EOHHS h4
determined fully comply or are neeompliance with the HCBS settings requirements as of t
time of this submission, and an overview of the mechanisms in place to ensure ongoing
compliance.

Where waiver services are provided to participants living in the community in their own ho
their family home, these settings are considered fully comiphéh the HCBS settings
requirements.

The outcomes identified in the federal HCBS settings requirements apply to the following
Supports and Community Living naesidential waiver services: Community Based Day
Supports (CBDS), Group Supported Epyhent, and Individual Supported Employment. Ba
on DDSO6 sy s-spedfic assessmetit ofghiede services in the Adult Supports and
Community Living waivers, DDSin collaboration with the interagency workgroup and
providers-established a timelanfor full compliance (see Main Module Attachment #2). To re
full compliance, a DDS/provider workgroup meets regularly to address systemic changes
needed in order to bring all Community Based Day Supports services into compliance witl

State: Appendix G5:1
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HCBS settings requirements. Such changes may include, without limitation, reforms in pro
certification requirements and/or processes, enhanced training and staff development acti|
standards for meaningful community engagement in the context of CRIg&ams, provider
technical assistance to enhance program design and operation, and other mechanisms re
outcome goals in the Community Rule. Also, please note thatjolhsd Center Based Day
Supports settings (i.e., Sheltered Workshops) was &enpy June 2016 and such settings ar
no longer part of this waiver.

The licensure and certification process is the basis for qualifying providers to do business
the Department, and applies to all public and private providers of residentialdagrkite
based respite and individualized home s
certification process measures important indicators relating to health, personal safety,
environmental safety, communication, human rights, staff competemtycal development
and implementation for purposes of licensure, as well as specific programmatic outcomes
to involvement in one's community, support for developing and maintaining relationships,
exercise of choice and control of daily routined amajor life decisions, and support for finding
and maintaining employment and/or meaningful day activities. These indicators are suppd
and fully in compliance with the HCBS settings requirements. The licensure and certificati
was revised (§tember 2016) to clarify expectations and even more closely and strongly a
the tool with the critical elements of the HCBS settings requirements. DDS survey teams |
licensure and certification tool to review provider performance througgitereviews on a
prescribed cycle. Providers are required to make corrections when indicators are not met,
subject to followup by surveyor staff.

State: Appendix G5: 2
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Appendix D: Particigaehtered Planning and Service Delivery
HCBS Waiver Application Version 3.6

Appendix DParticipanCentered Planning

and Service Delivery

Appendix E1: Service Plan Development

State PaCentcerpeaditSer:v|Pl an of Care

a Responsibility for S.er viPee RI2anCFmRe vied olp.ne0lt( b) (
responsible for the development of the(sbeekce |
each that applies)

A | Registered nurse, licensed to practice in thgate

A | Licensed practical or vocational nurse, acting within the scope of practice undetate
law

A | Licensed physician (M.D. or D.0O)

A | Case Manager(qualifications specified in Appendix-C/C-3)

B | Case Manager(qualifications not specified in AppendixTC-3).
Specify qualifications
The Department employs Service Coordinators who meet the requirements of the St
for Targeted Casklanagement.
Service Coordinators:
Applicants must have at least (A) three years oftforle or equivalent patime
professional experience in human services; (B) of which at least one year must have
spent working with people with disabilities (iftdtual disability; developmental
disabilities; deafness; blindness; miitindicapped) or (C) any equivalent combination
required experience and the substitution below.
Substitutions:
1. A Bachel ords degree with apsychwlpgy,sociology,
counseling, counselor education, rehabilitation counseling may be substituted for a
maximum of one year of the required (A) experience*
2A Masterds degree with a concentrati g
counseling, couselor education, rehabilitation counseling may be substituted for a
maximum of two years of the required (A) experience.
3. Applicants who meet all federal requirements for Qualified Intellectual Disability
Professional may substitute those requirememtthfee years of the required combined
and (B) experience.
4. *Education toward such a degree will be prorated on the basis of the proportion of
requirements actually completed.
Personnel Qualifications Required at Hire:
Knowledge of therinciples and theories of human growth and development.
Knowledge of the principles and techniques of counseling, especially people with
disabilities and their families. Knowledge of the types and symptoms of mental and/o
emotional disorder
Knowledge ofinterviewing techniques and of motivation and reinforcement technique
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Knowledge of the types of services and supports available to people with disabilities
their families. Knowledge of group process for counseling.

Knowledge of methods @jeneral report writing.

Ability to understand and explain the laws, rules, regulations, policies, procedure,
specifications, standards and guidelines governing agency activities.

Ability to exercise discretion in handling confidential information.

Ability to make comprehensive assessments by examining records and documents §
through questioning and observing consumers.

Ability to plan training or instruction and to facilitate groups.

Ability to effectively coordinate the activities of an interdisciplinsegm.

Ability to make effective oral presentations and to give oral and/or written instruction.
Ability to evaluate and maintain accurate records.

Ability to interact with people who are under physical or emotional stress and to deal
tactfully with others Ability to make decisions, act quickly and maintain a calm manne
a stressful and/or emergency situations. Ability to establish and maintain harmonioug
working relationships with others.

Ability to respond to multiple demands for consumers and staff.

A | Social Worker
Specify qualifications:
A | Other

Fecifythe individualsandtheir qualifications:

b. Service Plan Development Safeguards.
Select one:

B | Entities and/or individuals that have responsibility for service plandevelopment may
not provide other direct waiver services to the participant.

e Entities and/or individuals that have responsibility for service plan development may
provide other direct waiver services to the participant.

The state has established the following safeguards to ensure that service plan deve
is conducted in the best interests of the particiggpecify

are made available to the participant
be actively engaged in the service plan
termine who pirociemsssl.uded in the

p
a
d

The service planning process described in Appendix D produces the Waiver Plan of Carg
document. The Service Coordinator supports a participant through the entire service plan
process, also known as home and community based waiver marealevelopment/individual
support planning process, by helping the participant prepare for the meeting and assisting
to voice their wants and needs at the meeting.
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The Service Coordinator has a discussion with the participant or guardian phiersigpport
plan meeting. If the participant agrees, other team members such as family and staff may
participate in this discussion. The discussion includes:

AThe participantdés goals and vision for
A A review of the past year and the peigiant's present circumstances

A Issues to discuss or not to discuss at the support plan meeting

A Identification of additional assessments needed for planning

A Explanation of the support plan process to the participant, family and guardian

A Who to invie to the meeting

A The date, time, and place of the meeting

Other preparation includes talking to people who know the participant well such as staff, f
advocates, and involved family members. In selecting people to talk to, the Service Coorq
respects the participantoés wishes about
participants cannot communicate their preferences, Service Coordinators collect informat
through observation, inference from behavior, and discussions with pelplenow the
participant well All conversations should be respectful of the participant and focus on his
strengths and preferences. The Service Coordinator also looks for creative ways to focus
team on the unique characteristics of the paditi@nd his (or her) situation. The Service
Coordinator does this by helping team members think creatively about how they can bettg
support the person.

During the service planning consultation, the participant and Service Coordinator identify
will be invited to the meeting. These individuals constitute the team members. In situation
where personal and sensitive issues are discussed, certain team members may be invite
part of the meeting. Any issue about attendance at the service plannitiggneeeesolved by
the participant and the Service Coordinator.

d Service Plan DevVval ©6p menp asBribeticepmceds that is Useddo develop

the participanicenteredservice plan, including: (a) who develops the plan, whdicipates in the
processand the timing of the plan; (lihe types of assessments that are conduotedipportthe

service plan development process, including securing information about participant needs, preferences
and goals, and health status;o the participant is informed of the services that are available under

the waiver;(d) how the plan development process ensures that the service plan addresses participant
goals, needs (including health care needsjl preferences; (e) how waiver antiestservices are
coordinated (f) how the plan development procgssvides forthe assignment of responsibilities

implement and monitor the plan; and) fow and when the plan is updated, including when the
participant 6St aneedsawshanrgeegul ati ons, and polici
devel opment proboceGBSauptomrvaedh bittee Me kbepceaiad i angge n
agency (i f applicabl e):

The service planning process is described at 115 CMR&220 Individual Support Planning.

The state uses a single service/support planning process that is designed to yield two do
the Individual Support Plan (ISP) and the Plan of Care (POC) which set forth details of th
partici pant 0 s erdiaes, The seivicegldn devaldopment prosess occurs ann
with a full ISP plan developed once every two years and an ISP update in the interim yeal
POC is updated annually. The process each year is similar, requiring a review of assessl|
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and pogress notes and a meeting of the Team. The service planning process provides gu
for the planning team to follow in supporting participant to meet his or her goals.

The ISP articulates the hopes, desires and needs of the participant and describpsatr t i
current circumstances.. The ISP describes a point in time emphasizing the present circun
and future plans. The ISP is designed to balance competing desires and needs and refle
participantds voice. €lshet hWa siimmo rStt art ccaneaq
It describes the participantods preferengd
and use leisure time. The Visioning is focused on four standard questions: What does s/h
identify as importahactivities and relationships to continue to be involved in? What other

things would s/he like to be explore; 2) What does s/he think someone needs to know in

provide effective supports?; 3) What does s/he think are her/his strengths andzbdjtid/hat
would s/he like to see happen in his/her life over the next two years? These four question
undergird the service planning process. For some participants the answers to the questio|
evolve over time and always reflect a process whichspectful, participantentered and keef
the participant in the forefront of all decisions.

Information about waiver services is first provided to potential participants at the time of W
eligibility. Upon initial enrollment in the waiver, the Sergi€oordinator will provide the
participant with information about supports available under this waiver and potential provi
of these supports. Provider information is also available on the DDS website. If waiver
participants request additional infornmatj or if their needs change, additional information
about waiver services is made available. At the supports planning meeting, the Service
Coordinator provides each participant with a brochure describing the Choice of Service D
Method, including dé-directed options, and a Family Handbook which explains the conce
Choice, Portability, and Service Options within the waiver structure. The participant is als
provided information on how to access a website where all qualified agency providers of
services are listed.

Participants are encouraged to ask questions and discuss waiver service options as part
Individual Service Planning process.

There are seven components of the particqgantered support planning process; each area
addresse within the plan:

1) Vision statement, which forms the basis of the plan,

2) Current supports, including services, settings and the people involved,
3) Safety and Risk;

4) Legal/Financial/ Benefit Status;

5) Successes, challenges, Emerging issudmmmdet Needs,

6) Goals, and

7) Objectives and Strategies.

In order to facilitate a participant focused plan, DDS has a standard set of steps in the prg
which includes: premeeting activities, the design of the plan, implementation, updates ang
madification. The requirements for each step are prescribed by DDS.
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In general, the persecentered planning process documents a specific and individualized
assessed need. As part of the planning process for all waiver participants, there are four
assessments that assist the planning tej
and opportunities for skill development. The assessments assist the Team in establishing
Objectives and Support Strategies that are likely to leetafe and assist the participant to
attain his/her goals. The four required assessments are: Assessment of Ability, Safety
Assessment, Health and Dental Assessment, and the Funds Management Assessment.
addition to these assessments, for participactivimg medication to manage or treat
behavioral symptoms a functional behavior assessment, a positive behavior support plan
medication treatment plan are required. The Service Coordinator and team members may
identify additional assessmentsaaty time as needed.

When an assessed need is identified that may result in a restriction to the requirement fo
|l ockabl e door s, privacy, choice of F oo mi
control schedule and activities, access to food atovss themodification will be discussed wit
the participant through the persoentered planning process and their agreement is obtaine
documented. The persaentered plan or the positive behavior support plan identifies the
positive interventionand supports that have been utilized prior to the implementation of th
restriction, the less intrusive methods which have not worked, a rationale for the restrictio|
how it is related to the specific assessed need, a method for review of datéoocoiteateasure
effectiveness and a time frame to review pursuant to the regulations, consent and an ass
that the interventions cause no harm.

The DDS Service Coordinator is the principle organizer of the service plan. The Service

Coor di n aittosugpert thre partieipant to participate as fully as possible, to ensure
support is provided to the participant to take part in the support planning process, and to
voice of the participant when the participant is not able to fully paatieifOther team membe
include the guardian, family, and other identified formal and informal supporters.

The Service Coordinator's responsibilities include developing the ISP/ POC with the parti
and his/her guardian, as appropriate, requestingemelving assessments, goals, objectives
and strategies, facilitating the meeti ng
mai ntaining the electronic service pl an:;{
and progress on gaaland scheduling periodic progress or update meetings.

The Service Coordinator is responsible for any reasonable accommodation needed for th
participant's or family/guardian's involvement in service planning. Accommodations may
include personal assistes interpreters, physical accessibility, assistive devices, and
transportation.

ASSIGNING RESPONSIBILITIES

Following the meeting, the goals and objectives are carried out by the appropriate Team
identified at the ISP meeting. The providers tratdgument, and review progress for each gq
The review dates for each goal are decided at the meeting and written in the plan. All goa
reviewed at least serannually.
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The POC details both waiver and remiver services the participant wiktceive. The Service
Coordinator has day to day responsibility for POC coordination.

UPDATING AND MODIFYING THE ISP

At the mid-point between meetings, the team members send progress summaries for eac
the Service Coordinator. These summaries ohelu

A Progress toward the goal

A Satisfaction with the ISP

A Effectiveness of the supports
A Quality of the interventions
A Need for modification

The Service Coordinator writes a note in the participant's record stating that the ISP was
reviewed. The notspecifies if there are changes in the ISP and if the changes require a

modification. Requirements for Modifications are found in 115 CMR 6.00. The changes th
require modification to the ISP include any change in the ISP goals, supports or services,
straegies used for unmet support needs, the priority of services or supports, and the local
the participantds home.

DDS, in both its regulations and manual, spells out the procedures to be followed when &
member, including the participant or repeatative, believes a modification is needed. As
described at 115 CMR 6.25, the process begins when the Service Coordinator is notified
the reason for the modification.

Participants have the right to appeal their ISP and POC. The ISP and P@(lareented as
written unless DDS receives written notice of appeal within 30 days from the date of their
ISP/POC. Massachusetts regulations 115 CMR-6.38 sets forth the appeal process.
Additional information regarding appeals can be found in Appendix F

PROCEDURE FOR DEVELOPING AN INTERIM, TEMPORARY PLAN OF CARE

In order to initiate services until a more detailed service plan can be finalized, an interim §
will be developed that is based on the results of the MASSCAP and all other available
assessent information. This information wi
type of services to meet those needs.

The Service Coordinator will include the participant and/or guardian in the development g
Interim POC. This plan wilbecome effective on the day services begin with a full planning
meeting occurring no later than 90 days from tteae. The Interim POC includes both the
waiver and noswaiver services to be provided, their frequency, and who will provide the
service.

Thedescription above includes some information contained in proposed amendments to
regulations pertaining to behavior support plans and medication. DDS anticipates final
promulgation of regulations will occur prior to the expiration of the current wanogram,
projected for March 2018.

115 CMR 5.00: Standards to Promote Dignity (Proposed):%.2%: Individual Support Plans
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e. Risk Assessment and Mitigation.Specify how potential risks to the participant are assessed during
the sevice plan developnent process and how strategies to mitigate risk are incorporated into the
service plan, subject to participant needs and preferences. In addition, describe how the service plan
development process addresses backup plans and the arrangemergsutted for backup.

Risk assessment and mitigation are a core part of the service planning process. Health, bg
and safety assessments are reviewed during the development of the ISP and potential ri
participant 6s hmifeed. Potential riskis mayaalscebt igentdied by anydnen
of the team at any point. The team member notifies the Service Coordinator of a potent
and the service coordinator discusses the information with area office supervisory staf
participant has a Risk Plan developed through the DDS Risk Management System,
components are discussed by the Team. The Team, including the participant, developq
prevention strategies and responses to mitigate these risks that areesensitiv t h e
preferences. In the event the assessment process and review indicates the participant m
a Risk Plan, the Team makes a referral for the development of such a plan. The ISP will
reference to the Risk Plan and backuanp to address contingencies such as emerge
including the occasions when a support worker does not appear when scheduled to
necessary services when the absence of
and welfare.

f. Informed Choice of Providers. Describe how participants are assisted in obtaining information about
and seledhg from among qualified providers of the waiver services in the service plan.

All waiver participants have the right to freely select from amamgwilling and qualified
provider of waiver services. The Service Coordinator provides each participant with inforn
about supports available under the waiver and potential providers of these supports. Thig
information includes an electronic indexmbviders available throughout the state and infor
the participant regarding the option to obtain written material about DDS services and sta
and providers.

As part of the preplanning activities for the annual ISP meeting, and as requesteé by th
participant, the Service Coordinator also provides information about the range of serviceg
supports offered through this waiver and other sources such as the state plan.

The Service Coordinator provides information about qualified providers re v tre
participantodos expressed needs and concel
from among qualified and willing providers. The Service Coordinator also informs the
participant of his or her option to change providers, and the @mtTe® so.

g Process for Making Service Plan SubjecbDesorithe
process by which the service plan is made

Wi

th 42 CFR A441.301(b) (1) (i)

The Department of Developmental Services maintains participant files at each area office
developed as described in this appendix, are maintained in the participant file. ISPs are r
for content, quality, and required components through the Sedgicedinator Supervisor Tool
The sample is randomly generated by a computerized formula which generates the samp
guarterly basis throughout the year and assures that each Service Coordinator Supervisd
reviews the same number of reviews of Serviee®completed by Service Coordinators wh
they supervise.
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h. Service Plan Review and Update The service plan is subject to at least annual periodic review and
update to assess the appropriateness and adequacy of the services as participant nee8pebignge.
the minimum schedule for the review and update of the service plan:

Every three months or more frequently when necessary

Every six months or more frequently when necessary

Every twelve months or more frequently when necessary
Other schedule
Fecifythe other schedule

~m|- |-

i. Maintenance of Ser vWrciet tRelnanc ofpoirenss or el ectroni c
mai ntained for a mini mum @d=CFR@&%R420f SBeryveiacres pasar
mai nt ai ned b(yc htehcek feoalclho wihnagt appl i es)

Medicaid agency
Operating agency

L
A
|l | Case manager
A | other
Specify:
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Appendix E2: Service Plan Implementation and Monitoring

a Service Plan | mpl ement atSpoeci dyd Mani ttdrei ngnti ty
monitoring the implemepaatiochpahttheatséehvaaod
and fwd Imem hod(s) that are used; and, (c) t

The Service Coordinator has overall day to day responsibility for monitoring the implementat
the ISPand ensuring the participant is satisfied with waiver services, services are furnished i
accordance with the support plan to meet
outcomes, and for monitoring the health and welfare of the participant.

Other DDS staff and providers conduct several additional quality management processes, to
individual participants are receiving the services they need and their health and welfare is pr
These processes are described more fully in other am@sndi

a) incident reporting and management (described in Appendix G)
b) medication occurrence reporting (described in Appendix G)
C) restraint reporting,(described in Appendix G)

d) investigations process (described in Appendix G)

e) "trigger” reports (dexibed in Appendix G)

f) bi-monthly site visits

g) risk assessment and management system

h) human rights and peer review processes

i) licensure and certification system

J) annual standard contract review process

k) periodic progress and updateetings

[) on-going contact with the participant and service providers.

Through HCSIS, service coordinators are timely notified of any reportable events, including
incidents, medication occurrences, and restraints that occur for individuals on theadase
Service coordinators review and approve (typically with additional oversight and review by a
and regional directors) action steps taken to remediate or resolve reported issues. Incidents
"closed" until action steps have been approveddtitian, service coordinators and area offices
receive monthly "trigger" reports, which identify participants who have experienced a threshd
number of incidents. Area Offices are required to review all "trigger"” reports to assure that
appropriate actiohas been taken to protect the health and welfare of participants.

The Department also has an extensive risk management system. Area based risk managen
identify, assess and develop risk management plans for participants who require specifis gu
order to mitigate risk to health and safety. Plans are reviewed on a regular basis by the area
assure their continued efficacy.

Frequency of contact with the participant
Coordinate meets with the participant at least every six months. In addition, the Service
Coordinator maintains regular contact with the participant through a variety of means and in
ways the participant prefers between visits. Every participant has dingetson contact at least
annually. The frequency of contacts is related to a number of possible variables including wih
the participant has a risk plan, the number of potential providers who have daily contact with
participant, the frequency of pran monitoring activities within the provider site, the frequenc
and type of family or community monitoring, etc. In response to incidents reported through H
itrigger reportso are generated which opr o
which may result in increased directperson contact.
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